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1889     GiBBS,  Alfred  N.  G.,  52,  Whiteladies  lioad,  Clifton. 

1902  fGiBSON,  J.   LocKHART,  M.D.,  Wickham  Terrace,  Bris- 
bane, Australia. 
5    '    O.M.    GLASC0TT,C.E.,M.D.(V.-r.),  21,  St.  John  Street,  Man- 
chester.    (C.  1896-9.) 

1885  tGrODFRAY,  Alfred    Charles,    St.    Heliers   House,    St. 
Heliers,  Jersey. 

1899  Goldsmith,  G.  Harvey,  M.B.,  Bedford. 

r  V  1897     Gordon,    A\^illiam,    M.D.,    B.C.,     Barnfield    Lodge, 
Exeter. 
1004     GowANs,  Tiios.,   M.B.,  3,  Upper   Coltbridge   Terrace, 
Murrayfield,  Edinburgh. 
^   /  O.M.    GowERS,  Sir  A¥.  E.,  M.D.,    F.E.S.,  50,   Queen  Anne 
Street,  AY.     (C.  1880-3.     V.-P.  1896-9.) 
1897     Granger,  F.  M.,  18,  Nicholas  Street,  Chester. 
^  1895  fGRANT,  H.  T.,  M.D.,  414,   Delaware    Avenue,   Buffalo, 

U.S.    - 
:^1895  tGRAY,    James,    M.D.,    119,    Eobert    Street,    Toronto, 
Canada. 
1887     Green,  Edwin  Collier  (C),  27,  Friar  Gate,  Derby. 

1900  Green,   F.  W.  Edridge,  M.D.,   14,    AVelbeck   Street, 

W. 
^  1903     Greene,  Arthur,  4,  Theatre  Street,  Norwich. 

1896  Grey-Edwards,   Henry,  M.D.,    Bank    Place,   Bangor, 

N.  AYales. 

V  1895     Griffin,    W.   Watson,    M.B.,    68,   Brunswick    Place, 

Hove,  Brighton. 
^  w"1885  ^Griffith,    A.     Hill,     M.D.,    17,     St.    John    Street, 
Manchester.     (C.  1893-6.) 
1894     Grimsdale,  Harold,  M.B.,  114,  Harley  Street,  AV. 
V    O.M.     Grossmann,  K.  A.,  70,  Eodney  Street,  Liverpool. 
^    i  1899     Gruber,  Eudolph,  M.D.,  67,  AVimpole  Street,  AV. 
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ELECTED 

CM.  GuNN,  R.  Marcus,  54,  Queen  Anne  Street,  W.  (C. 
1SS2-5,  1889-02.     S.  1886-9.     V.-P.  1896-9.) 

1898  GuTURiE,  Leonard  G.,  M.D.,  15,  Upper  Berkeley 
Street,  W. 

1887  ^Habkrsiion,  Samuel  Herbert,  M.D.,  88,  Harley  Street, 

^y.     (S.  1894-7.     C.  1897-1900.) 
1889     Hailes,   C.   D.   Gr.,  M.D.,  Hawkesdale,  27,  Alma  Road, 

Clifton. 

1885  t Haines,  Humphrey,  Auckland,  New  Zealand. 
1902  fHALLiDAT,  J.  C,  Macquarie  Street,  Sydney,  N.S.W. 

1900  Hallidie,  Andrew,  M.B.,  Avondale,  Chesterfield  Road, 
Eastbourne,  and  6,  Warrior  Square  Terrace,  St. 
Leouards-on-Sea. 

1900  Hamilton,  John.     {Address  not  communicated.) 

c  J  1896     Hamilton,  Robert  J.,  42,  Rodney  Street,  Liverpool. 

,    1878  fHAMiLTON,  T.   K.,  M.D.,  AVakefield    Street,  Adelaide, 
'^  South  Australia. 

1901  Hancock,  Edw.  D.,  31,  Milsom  Street,  Bath. 

1899  Hancock,  W.  Ilbert,  19,  Harley  Street,  W. 
.   \   1901     Hanson,  Reginald  E.,  5,  Harley  Street,  "W. 

1900  Harman,  N.  B.,  M.B.,  34,  Queen  Anne  Street,  W. 

V  1901     Hartigan,  T.  p.,  Heathcote,  East  Grrinstead,  Sussex. 
^  /  1886     Hartley,  Robert  N.,  M.B.,  2,  Clarendon  Road,  Leeds. 

J  1882  *Hartridge,  G-ustavus,  12,  Wimpole  Street,  W.      (C. 
1889-92,  1895-8.     S.  1892-5.) 

1899     Hawkes,  C.  S.,  Glencairn,  Wickl)am  Terrace,  Brisbane, 
Queensland. 

1901  Hawthorne,  C.  ().,  63,  Harley  Street,  AV. 

1892     Haydox,  1'rank,  Apothecaries'  Hall,  Water  Lane,  Black- 
friars,  E.G. 

4  1898  Hayes.  George  C,  22,  Park  Phice,  Leeds. 

1899  Henderson, Edward  E.,M.B.,  12, Kensington  Square,  W. 

^    1903  Hendkrson,  Thomson,  Eye  Hospital,  Bristol. 

i   1S90  IlENnr,  R.  AVallace,  l\r.D.,  6,  Market  Street,  Leicester. 

1901  Henry,  John  P.,  M.D.,  41,  Welbeck  Street,  W. 
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KLRCTED 

^  1897  tHERHERT,  Major  IIerhert,  T.M.S.  (care  of  Messrs.  II. 
S.  King  and  Co.,  9,  Pall  Mall,  S.W.). 

1887     Hern,  John,  M.D.,  Semmercote,  Darlingfon. 

1895     Hickman,  H.   11.   Belciiee,  M.B.,   5,   Ilarley    Street, 
W. 

^  1/    O.M.    HiGGENs,  CnATiLES  (V.-P.),  52,  Brook   Street,   ^V.  (C. 
1880-3.) 
/    ^/  1903     Hill,  Francis  E.,  12,  Bolton  Place,  Carlisle. 

/1888  *HiNNELL,  J.  S.,  M.B.,  62,    Garland    Street,  Bury    St. 
Edmunds. 
1899     Hobday,   James,   M.B.,  Bridi^efield,   Muswell   Avenue, 
Muswell  Hill,  N. 

1886  tHoDGE,    Eev.     Sydney    Etjpert,    Wesleyan    Mission, 
Hankow,  China. 

^  \J   1897     Hogg,  G-.   H.,    M.D.,  95,   George  Street,   Launceston, 
Tasmania. 
/  1889     HoLTnousE,  Edwin    H.,   M.B.,  57,  Devonshire  Street, 
Portland  Place,  W. 

1898     HoPKiNsoN,  Emilius,  D.S.O.,  M.B,,  45,  Sussex  Square, 
Brighton. 

J^S93  fHowE,  LuciEN,  183,  Delaware  Avenue,  BufHilo. 

^  '^'  1901     Hudson,  A.  Ainslie,  32,  Yon  Brandis  Street,  Johannes- 
burg, South  Africa. 

1884  fHuDSON,  Ernest,  Central  Gaol,  Benares,  N.AV.P.,  India. 
1889  tHuGHES,   Samuel  H., 
i/    1893  tHuGHES,  Wilfrid   Kent,   M.B.,   102,   Collins   Street, 
'^  Melbourne. 

1904    Hull,  A.  J.,  E.A.M.C,  18.  Eussell  Eoad,  AV. 
r  /  O.M.    Hutchinson,  Jonathan,  E.E.S.,  15,  Cavendish  Square, 

W.     (Pres.  1883-6.     V.-P.  1880-1,  1SS6-9.) 
^    y/  1901     Inman,  AYm.,  M.B.,   Eoyal   Ophthalmic   Hospital,   City 
^  Eoad,  E.C. 

r  V  1SS3  t  Jackson,  James,  M.D.,  Collins  Street  East,  Melbourne, 
Australia. 
>i   O.M.    Jackson,  J.    Hughlings,  IM.D.,  F.E.S.,  3,  Manchester 
S  Square,  AV.    {Pres.  1889-90.    V.-P.  lSSO-2, 1890-3.) 
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ELECTED 

1898     James,    George    Brooksbank,    1,    Carlisle    Mansions. 

Victoria  Street,  S.W. 
1888     James,  J.  T.,  M.D.,  30,  Harley  Street,  W. 
,  V  1883  tJENKiNS,  E.   J.,  M.D.,  Nepean  Towers,  Douglass  Park, 
^  Sydney,  N.S.AV.,  Australia. 

y  1883     Jessop,  W.  H.  H.,  73,  Harley  Street,  W.     (C.  1889-92.) 

^         1882     Johnson,  G.   Lindsay,  M.B.,  Cortina,  24,    Netherhall 

Gardens,  South  Hampstead. 

V  yi   1888  t Johnston,  Geo.  D.,  Georgia  Street,  Vancouver,  British 

Columbia. 

^  1903     Jones,  A.  E.,  University  College  Hospital,  Gower  Street, 

AV.C. 
^  U  1902     Jones,  E.  Harrtes,  45,  Sheep  Street,  Northampton. 
O.M.    Jones,  Evan,  Ty-mawr,  Aberdare,  Glamorganshire. 

1898  *JoNES,  George,  M.B.,  8,  Church  Terrace,  Lee,  S.E. 

r-    s/  O.M.    Jones,  H.  Macnaughton,  M.D.,  141,  Harley  Street,  W. 

V    1807     Jones,  Hugh  E.,  19,  Rodney  Street,  Liverpool. 

1894  tJoNES,E.  H.,  M.B.,  B.S.,209,  Macquarie  Street,  Sydney, 
New  South  AVales. 

5  >l   1901     Joyce,  Egbert  D.,  7,  Ely  Place,  Dublin. 
^  v/  O.M.    JuLER,  H.  E.,  23,   Cavendish  Square,  W.     (C.  1886-9. 
V.-P.  1900-2.) 

1899  Kf;ELiNG,  G.  S.,  23,  Cavendish  Square,  AV. 

1900t  Kelsall,  H.  T.,  M.D.,  1,  Devonshire  Terrace,  Perth, 

AV.  Australia. 
1898  IKendall,    H.     W.    Martindale,    Wellington,     New 

Zealand.  ^ 

1900  Kenna,  Patrick  James,  M.B.,  Liverpool  Street,  Hyde 

Park,  Sydney,  N.S.AV. 
\/  1888  tKENNV,  Augustus  Leo,  M.B.,  87,  Collins  Street,  Mel- 
bourne, Victoria,  Australia. 
1890     Keooh,   Alfred    H.,    Surgeon-General,  M.D.,  M.Ch., 
Army    Medical    Department,   IS,    Victoria    Street, 
S.W. 

1901  Kkru,    James,    M.D.,    School    Board    OfllcoH,    Victoria 

Kmbaiikmcnt. 
1901-     KiLLiCK,  CiiAS.,  3,  Marsham  Street,  Maidstone. 
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KLKCTED 

^y)  ISOl     KiNuuox,  K.  C,  M.B.,  CM.,  4,  Upptr  College  Street, 
Nottingham. 

1000     KiiiKLAND,  Thomas  Spier,  M.B.,  College  Street,  Sydney, 

KS.W. 
1895     Knaugs,    RoiiEiiT    Lawforu,   M.D.,  27,   Park   Square, 

Leeds. 

1881  fKNAGos,  S.  T.,  M.U.,  1,  Lyons   Terrace,   Hyde   Park, 
Sydney,  N.S.W. 
sj  OrSl.    Lang,  William,  22,  Cavendish  Square,  AV.      (C.  188G-9. 
^  V.-P.  1900-3.     Acting  Frcs.  190:3.) 

1881     Langdon,  J.  AViNKLEY,  4,  Winkley  Square,  Preston. 
^    •   O.'Sl.    Lawfokd,  J.  B.,   99,  Harley  Street,   Cavendish  Square, 
W.     (C.  1886-9;  1898-1901.     S.  1895-8.) 
^    1889  *Laws,  AVm.  G.,  M.B.,3,  East  Circus  Street,  Nottingham. 
.     v/1896     Lawson,  Arnold,  M.D.,  12,  Harley  Street,  W. 

1895  tLEA,    J.    Augustus,  M.B.,  Royal    Colonial   Institute, 
Northumberland  Avenue,  W.C. 

1885  ILe  Cronier,  Hardwick,  St.  Heliers,  Jersey. 
,0  O.M.    Lediard,  H.    a.,    M.D.,  35,  Lowther  Street,  Carlisle. 
(C.  1900-1.) 

1885     Lee,  Charles  G-.,  11,  Princes  Avenue,  Liverpool. 

1904     Lee,  W.  A.,  Lt.-Col.  I.M.S.,  Heatoii  Hall,  Newcastle- 
on-Tyne,  and  Trichinopoly,  South  India. 

1899     Leete,  A.  11.     (Address  nncommunicated.) 
i  1903     Levy,  A.,  M.D.,  42,  AVelbeck  Street,  ^V. 

1890     Lister,  W.  T.,  M.B.,  Eose  Hill,  Totteridge,  Herts. 

1902  Little,    Andrew,    14,    Manningham    Lane,    Bradford, 
Yorks. 

1892     Lodge,    Samuel,   jun.,  M.D.,  13,  Manningham   Lane, 
Bradford. 

1903  fLucKHOFF,  James,  M.D.,Ehodes  Bnildings,  St.  George's 

Street,  Capetown. 
1883     LuNN,  J.  R.,  Resident  Medical  Officer,  New  Marylebone 
Infirmar}^  Rackham  Street,  Ladbroke  Grove  Road, 
^V.     (C.  1892-5.) 


XXII 

ELECTED 

1S99  Lyle,  II.  AViLLOUGHBY,  M.D.,  Cintra,  Elmfield  Eoad, 
Bromley,  Kent ;  and  29,  Charles  Street,  Berkeley 
Square,  W. 

1892  Macarthue,  Egbert  F.,  M.B.  {Address  tmcommuni- 
cated.) 

1900  MacCallax,  Arthur  Ferguson,  M.B.,  Turf  Club, 
Cairo,  Egypt. 

S  ^'  1902     Mackay,  Duncan  M.,  M.D.,  G9,  Albany  Street,  Hull. 
^   v/  1888  *Mackat,    George,    M.D.,   20,   Drumsheugh    Gardeiii^, 
Edinburgh.    (C.  1900-2.) 
1889  tMACKENZiE,   F.   Wallace,   M.B.,   139,    Upper    AVillis 
Street,  WeDington,  New  Zealand. 
J,    v/     O.M.    Mackenzie,  Sir  Stephen,  M.D.,  31,  Cavendish  Square, 
AV.,  and  Merry  court.  Great  Bookham.      (S.  1880-2. 
C.  1882-5.     A^-P.  1893-G.) 
V    1889     MacLehose,  jS^'oiiman  M.,  M.B.  (C),  18,  Harley  Street, 
Cavendish  Square,  W. 
1897     Maclennan,    Duncan    N.,   M.D.,  59G,  Jarvis    Street, 

Toronto,  Cauada. 
1892  fMAcLEOD,  Charles  G.,  M.B.,  20,  College  Street,  Hyde 
Park,  Sydney,  N.S.W. 

1881  fMACONACHiE,  G.  A.,  Brigade  Surgeon  Lieutenant- 
Colonel,  M.D.,  33,  Queen's  Road,  Aberdeen. 

v/  1899     Maddox,  Ernest  E.,  M.D.,  Lansdowne  lload,  Bourne- 
mouth. 

1883  tMAHKU,  W.  Odillo,  M.D.,  20,  College  Street,  Hyde 
Park',  Sydney,  N.S.AV. 

1899  fMANCHJ^:,  Charles,  B.A.,  M.D.,  18,  Sda.  Molini,  Val- 
letta, Malta. 

^1901  fMANNiNO,  Lesme  S.,  Cliristchurch,  New  Zealand. 
1904     Markus,  Charles,  M.D.,  28,  AVimpole  Street,  "VV. 
1883  fMAiiLow,    Frank   William,  M.D.,  401,  jNIontgomery 
Street,  Syracuse,  New  York  State,  U.S.A. 
V  1892     Marshall,    Chaulks    Deakrkux     (S.),    112,    Harley 
Street,  W. 
^   1/  18S8  fMAKTiN,  Alueut,  M.D.,  Wellington,  New  Zealand. 
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1884     Maxwell,  Patrick  William,  M.D.,  10,  Lower  Baggot 

Street,  Dublin.     (C.  1900-2.) 
190i     May,  H.  J.,  M.B.,  B.C.,  "Ivanhoe,"  50,  Archers  Road, 

Southiuiiploii. 
1893     Matnaud,    Frederic   Pinsent,  Major,  Indian   Medical 

Service,  care  of  Grindlay  and  Co.,  Calcutta. 
1899     Matnard,  George  D.,  Roche,  Cornwall,  R.S.O. 
1902     Mayof,  Stephen,  46,  "Weymouth  Street,  W. 
/  1890  *McaiLLiVRAY,  Angus,  M.D.  (C.),23,  South  Tay  Street, 

Dundee,  N.B. 

\f  O.M.    McHardy,  M.  M.,  5,  Savile  Row,  AV.     (C.  1887-90.) 
^     i/  1895  tMclNTOSii,  J.    R.,  M.D.,  44,  King   Square,    St.    John, 
New  Brunswick,  Canada. 
1895     I\rcKENZiK,   H.  v.,  M.D.,  Elmbank,   Abbey  Road,  Tor- 
quay. 
<-    /  1884     McKeown,    Dayid,  M.D.,   25,   St.    John   Street,   Man- 
chester. 
yi884     McKeown,    W.    A.,    M.D.,   20,   College    Square    East, 
Belfast. 
1902     McMullen,  ^Y.  IL,  319a,  Brixton  Road,  S.AV. 

V    O.M.    Meighan,  T.  S.,  M.D.,  37,  Elmbank  Crescent,  Glasgow. 

^   y/>  1901     Menztes,   J.   A.,  Caledonian   Club,  Charles  Street,  St. 
^  James's,  S.AV. 

^  \)   1902     Messer,  Andrew,  Leminijjton,  Newcastle-on-Tyne. 

»    1897     Miller,    G.    Victor,    M.B.,    2,   Barrington    Crescent, 
Stockton-on-Tees. 
1899     Miller,  Herbert  Percy,  M.D.,  100,  Stoke  Newington 
Road,  N. 

.    y/  1881  fMiLLEs,    W.    Jennings,   care   of  Drs.  Henderson  and 
Macleod,  Shanghai,  China. 
^1897  tMiNNEs,  Robert  Stanley,  M.D.,  127,  Metcalfe  Street, 
Ottawa,  Ontario. 
^   1901     Montgomery,  Robert   J.,   M.B.,  18,  Westland   Row, 

Dublin. 
^  1896     Mooney,  Herbert  C,  M.B.,  22,  Lower  Baggot  Street, 
Dublin. 
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,'   yf    O.M.    Morton,  A.  Stanford  (Y.-P.),  133,  Harley  Street,  W. 
(C.  1886-9.) 

1898  MoTT,  F.  W.,  M.D.,  F.E.S.,  25,  Nottiugliani  Place,  W. 

1890  MowAT,  Daniel,  M.D.,  Holmleigh,  38,  Amburst  Park,  N. 
^  ^  O.M.     Mules,    P.    H.,    M.D.,    31,   Nicholas    Street,   Chester. 

(C.  1886-9.     V.-P.  1900-2.) 

1899  Murphy,  James  Keogh,  35,  Prince's  Square,  W. 

1891  Myddelton-Gtayet,  Edward  Herbert,  16,  Broadwater 

DowD,  Tunbridge  Wells. 
1893     Napier,  F.  H.,  M.B.,  B.S.,  18,  Brandon  Place,  Glasgow. 
5   V    O.M.  *Nelson,   Joseph,  M.D.,  29,  Wellington  Place,  Belfast. 
(C.  1893-5.) 
V     O.M.    *Nettleship,  Edward,  Nutcombe,Hindhead,Haslemere. 
(Pre*.  1895-7.    S.  1880-3.  C.  1883-6.  V.-P.  1886-9.) 
1881     Nicholson,  A.,  30,  Brunswick  Square,  Brighton, 
i  ^     1901     Nixon,  John  Alex.,  Eoyal  Infirmary,  Bristol. 
^  \l  1895  *Ogilyie,  F.  Menteith,  M.B.,  The  Shrubbery,  72,  Wood- 
stock Road,  Oxford. 
1895     Ogilyy,  Alexander,  M.B.,  Montrose  House,  Clifton. 
J  1889  fCKiNEALY,  Frederick,  Major,  I. M.S.,  care  of  Messrs. 
King,  Hamilton  and  Co.,  7,  Hare  Street,  Calcutta. 
1884     Oldham,  Charles  J.   (Y.-P.),  38,  Brunswick  Square, 

Brighton.     (C.  1897-1900.) 
1899     Oldmeadow,  Lloyd  J.  H.,  Kineton,  Warwickshire. 
1902     O'Leary,  Richard,  Grantley,  Eltham,  Kent. 
^  1899     Ormond,  Arthur  Wm.,  The   College,  Guy's  Hospital, 
S.E. 
£  J  1892  fORR,   Andrew    William,     M.D.,    A.  M.  P.    Buildings, 
Edward  Street,  Brisbane. 
»    1890  fOsBORNE,  A.  B.,  M.D.,  46,  McNab  Street  South,  Hamil- 
ton, Canada. 
'    /   O.M.    Owen,  D.  C.  Lloyd,  41,  Newhall  Street,  Birmingham. 

(V.-P.  1891-4.)  / 

^   V  O.M.     Page,   Hkuhkrt     A\'.,   146,     llarley    Street,    W.      (C. 
1890-3.) 
1890  t Palmer,  L.  Loran,  M.D.,  42,  St.  George  Street,  Toronto, 
Ontario,  Canada. 
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y    1894  *Paiiker,  Herbert,  7,  IVloomsbury  Pla(;e,  W.C. 

1899     Parker,   Herbert    George,  20,  Chorley   New   Koad, 
Bolton. 

1004     Parry,  L.  A.,  IM.D.,  01,  Church  Koad,  Hove,  Sussex. 
/  1000     Parsons,  John  Hkrbkrt,  27,  Wimpoh?  Street,  W. 

1893  Part,  J.  Siieplkv,  20,  Ashchurch  Park  Vilhis,  Goldhawk 

Road,  liavenscourt  Park,  W. 
1887  tPATEL,  D.  H.,  Bai  Hirabai,  B.  J.  Charitable  Dispensary, 

Tardeo,  Bombay. 
1000  fPATKAR,  Bhagvant  Sakharam,  Carnac  Eoad,  Kalkadeir 

Post,  Bombay,  India. 
1002     Baton,  Leslie,  1,  Spanisli   Place,  Manchester  Square, 

W. 
1897     Pechell,  Horace  James,  M.B.,  Molteno,  Cape  Colony. 
^    0  1888     Percival,  Archibald  Stanley,  M.B.,  B.Ch.,  25, Ellison 
^  Place,  Nevvcastle-oii-Tyne. 

^    1891     Perry,    A.,    Surgeon-Major,    Principal    Civil    Medical 
y  Officer,  Ceylon. 

^  V   1889  fPERRY,  Francis  E.,  Lahore   Medical   College,    Punjab, 
India. 
1889     Phillips,  T.,  124,  Harley  Street,  W. 
^  1895     PicKARD,  Ransom,  M.D.,  31,  East  Southernhay,  Exeter. 
J    1900  fPocKLEY,  Francis  Antill,  M.B.,  227,  Macquarie  Street, 
^  Sydney,  N.S.W. 

C   (/   1903     Pollock,  \V.  B.  Inglis,  3,  Belgrave  Terrace,  Hillhead, 
Glasgow. 

^  y  1896     PoOLEY,  G.  H.,  Uganda,  East  Africa. 

1894  fPopE,  11.  J.,  M.D.,  Box  407,  G.P.O.,  Sydney,  N.S.W. 

^    ^  1000     Pope,  Thomas  Henry,  M.D.,   B.Sc,  Marshall's  Eoad, 
Egrnore,  Madras,  India. 

1002     Potter,  Bernard  E.,  16,  Little  Grosvenor  Street,  W. 

.  y  1003     Potts,   George,   County    Ophthalmic    Hospital,   Maid- 

stone. 
;j  /    O.M.    Power,  Henry,  Bagdale  Hall, Whitby, Torkvshire.  (Pres. 
1800-3.     Y.-P.  1882-5,  1893-6.     C.  lSSO-2.) 
1809     Pjiice,  Henry  J.,  ^Taldou,  Essex. 
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J  ^  IS8S     PmcE,  JouN  A.  P.,  M.D.,  124,  Castle  Street,  Eeading. 
>/  1882     Pjiichaed,  xIetuur  William,  6,  llodney  Place,  Clifton. 
1901;     Pkitchabd,    Eric    L.,    M.D.,    70,    Fairhazel    Gardens, 

N.W. 
1892     Pronqeii,  Cuarles  Ernest,  East  Parade,  Harrogate. 
v/    O.M.    PuRTEs,    AV.    Laidlaw,    20,    Stratford    PJace,    Oxford 
"^  Street,  W. 

1888     Eaint,  Adam  E.,  M.B.,  6,  Upper  Wimpole  Street,  W. 
^     JlSSO     Eamsat,    a.    Maitland,    M.D.,  15,    Woodside    Place, 
Glasgow. 

1899  Eead,    E.   I.,    Government    Medical    Officer,    Trinidad, 

West  Indies. 
1881  fEEETE,  E.  A.,  M.D.,  22,  Slmter  Street,  Toronto,  Canada. 
^   ^/   O.M.    Eeid,    Thomas,  M.D.,    11,   Elmbank    Street,  Glasgow. 

(V.-P.  1884-7.) 
1885     Eentox,  James  Crawford,  M.D.,  1,  AVoodside  Terrace, 

Glasgow. 
1891     Eetnolds,  Austin  Edward,  Higlicroft,  Shepherd's  Hill, 

Higbgate,  N. 
1897     Eichmond,  E.,  M.D.,Brookfield,  Woodside,  Wimbledon, 

S.W. 
V  1892     Eidley,   Nicholas    C,  M.B.,   27,    Horse   Pair   Street, 

Leicester. 

1900  Eiseley,  Stanley,  Glossop  Eoad,  Sbeffield. 

^  1897     EiVERS,    W.   H.   E.,    M.D.,  St.  John's   College,   Cam- 
bridge. 
J    1885  *EoBERTS,   Edward,    12,   St.    Jobn    Street,    Deansgate, 
Manchester. 
189G  tI^o»i>RTS,  J.  E.,  Major,  M.B.,   care   of  Messrs.  King, 
King  and  Co.,  Bombay. 
^     O.M.  *EoBERTsoN,  D.  Argyll,  M.D.,  Mon  Plaisir,  St.  Aubin's, 
Jersey.     (Pres.    1893-95.       V.-P.    1881-2,    188G-9. 
IS96-9.     C.  1895.)  ^ 

1891       PtOHKRTSON-FULLARTON,  ArCHIUALD  LoUIS,  M.B.,  CM., 

201,  Hath  Street,  Glasgow. 
O.M.    EocKLiFFK,  W.  C,  M.D.,  17,  Charlotte  Street,  Hull. 
(C.  1892-5.     V.-P.  1900-3  ) 
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1898     EoE,  Airniuii  Lkuge,  43,  Pryine  Street,  JIuU. 
1898     KoLL,  G.  W.,  M.B.,  B.C.,  7,  Upper  Wimpole  Street,  ^\\ 
>  ^  1800     EoLSTOX,  JoKN  11.,  14,  The  Crescent,  Plymouth. 
i;  1891     EoPEU,  AiiTnuii  Chaeles,  Tlie  Shrubbery,  Exeter. 
1882  fRoTii,  Eeuter  E.,  42,  College  Street,  Hyde  Park,  Sydney, 
New  South  Wales. 
J  1893     EowAN,  John,  M.13.,  10,   Woodside  Crescent,  Charing 

Cro.-s,  Glasgow,  N.B. 
\/  1899  *Eox]JUiiGir,  A.  B.,  M.B.,  7,  Henrietta  Street,  W. 
^  »/  1881   fEuDALL,  J.  T.,  Gl,  Spring  Street,  Melbourne,  Australia. 
1895     EussELL,  J.  S.  EisiEN,  M.D.  (S.),  44,  Wimpole  Street, 
W.     (C.  1900-3.) 
(   J    1903     EuTHERFORD,A. Freak,  Abbey  Eoad,  Barrow-in-Furness. 
5  >/  1903     Eyle,  E.  J.,  M.D.,  15,  German  Place,  Brighton. 

1888  fSANDERs,    EiciiARD    C,    M.D.,   Loppington    Hall,    nr. 
Wem,  Salo{). 
c^  s/    1884  *Sandford,  Arthur  ^V.,  M.D.(V.-P.),  13,  St.  Patrick's 
Place,  Cork.     (C.  1896-9.) 
y/  1881  *Sansom,  a.  E.,  M.D.,  84,  Harley  Street,  W.    (C.  1893-5.) 
^  V  O.M.    Savagk,  G.  H.,  M.D.,  3,  Henrietta   Street,  Cavendish 
Square,  ^V.     (C.  1892-4.) 
1900  fSAGER,  D.  S.,  M.D.,  Brantford,  Ontario,  Canada. 
1891     ScnoRSTEiN,  GusTAVE,  M.U.,  11,  Portland  Place. 
Scott,  Kexnetu,  7,  Manchester  Square,  AY. 
Scott,  G.  jMelmotii,  16,  Palace  Chambers,  Kalgoorlie, 

Australia. 
Scott-Heyliger,  E.  D.,  89,  Preston  New  Eoad,  Black- 
burn. 
Shannon,  John  Eowlands,  M.D.,20,  West  35th  Street, 

New  York. 
Sharkey,  S.  J.,  M.D. ,22,  Harley  Street,  W.    (S.  1885-8. 

C.  1888-91.     V.-P.  1900-2.) 
Shaw,  Cecil  E.,  iM.D.,  18,  College  Square  East,  Belfast. 
Shears,  Charles  IL,  19,  Upper  Duke  Street,  Eodney 

Street,  Liverpool.     (C.  1900-3.) 
SiLcocK,   A.    Q.    (V.-P.),  52,    Harley    Street,  W.     (S. 
1889-92.     C.  1892-5.) 
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^  y  1902     SiLYA,    W.    li.    DE,    Greuier   Eye   and    Ear    Hospital, 
Colombo,  Ceylon. 

1S93     Simpson,  E.  J.  S.,  M.B.,  care  of  Messrs.  Holt  and  Co., 
Whitehall  Place,  S.W. 
^  V   1S99     Sinclair,  A.  H.  H.,  M.B.,  13,  Walker  Street,  Edinburgh. 
1891     Sinclair,  Walter  William,  3,  Arcade  Street,  Ipswich. 

1901     Smith,  Major  Henry,   M.D.,  I. M.S.,    care  of  Messrs. 
Grindlay  and  Co.,  55,  Parliament  Street,  S.W. 

1889     Smith,  John,  M.D.,  Brycehall,  Kirkcaldy,  N.B. 

^      \f    O.M.    Smith,   Priestley,   95,  Cornwall  Street,  Birmingham. 

^  (V.-P.  1887-90;  1898-1901.     C.  1883-6.) 

^  y)  1900     Smith,  AVilliam  E.,  M.B.,  14,  Queen  Victoria  Street, 
Caoetown. 

1. 

1903     Smyth,  Ernest  J.,  Hatfield,  Waterden  Eoad,  Guildford. 
^    O.M.    Snell,   Simeon,   70,    Hanover    Street,   Sheffield.      (C. 

1884-7.     v. -P.  1892-5.) 
1901     Snowball,  Thomas,  M.B.,  Thorn  Hill,  Buruley. 
1889     Spencer,  Matthew  H.,  M.B.,  B.Ch.,  95,  St.  Mark's  Eoad, 

North  Kensington,  W. 

71889     Spicer,   AVm.  T.   Holmes,   M.B.,   5,  Winipole   Street, 
^  Cavendish  Square,  AV.     (C.  1900-2.) 

/■   /  1897     Square,  James  Elliot,  22,  Portland  Square,  Plymouth. 
1895  fSTAMBERO,  A.  C,  M.B.,  5,  AVindsor  Terrace,  St.  Heliers, 
Jersey,  Channel  Islands. 

^      i  1880     Stephenson,   Sydney,   M.B.,  33,  AVelbeck  Street,  W. 
(C.  1898-1901.)     (S.  1901-4) 
189G     Stevenson,  Edgar,  M.D.,  G7,  Eodney  Street,  Liverpool. 
sf    1901     Stevenson,  John  Simpson,  AVilliams'  Chambers,  214, 
High  Street,  Christcliurch,  New  Zealand. 
1893     Stirltno,    Alexander    AVilliamson,    M.D.,    Atlanta,^ 
Georgia. 

1887  tSTiRLiNG,  J.  AV.,  ]\l.B.,  873,  Dorchester  Street,  Montreal, 
Canada. 

J      O.M.    Story,  J.    H.,    G,   Merrion   S(iiiare  North,   J)ublin.     (C. 
9  1885-8.     V.-P.  1894-7.) 
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^   d  O.M.  tSrUKGi:,  AV.  A.,  M.D.,   15,  Hue   Longcliarnp,  Nice,  Les 
Alpes  Maritirnes. 

i^    l/O.M.    SwANZY,   II.    K.,   2e3,    Merrion  Square  North,  Dublin. 
^  (V.-P.  1880-1,  1889-92,  1900-2.     Pres.  1897-9.) 

1904     Sykes,  AValteh,  20,  Fox  Street,  Fishergate,  Preston 

c^  /1888  *Sym,   AVilliam  George,  M.D.,  12,  Alva  Street,  Edin- 
burgh. 

v^     /1883  tSYMONs,    Mark     Johnston,     M.D.,     North     Terrace, 
Adelaide,  South  Australia. 

.-    »/  1886     Sympson,  E.  Mansel,  M.D.,  Deloraiiie  Court,  Lincoln. 

1898  Tait,  Edward  Saeine,  M.D.,  48,  Highbury  Park,  N. 

S       fOM.    Tay,  AVaren,  4,  Finsbury  Square,  E.G.     (C.  1880-2.) 

<^    >/  1882     Taylor,   C.   Bell,  M.D.,  Beechwood  Ilali,  Mapperley 
Park,  Notts. 

i^    /  1903     Taylor,  H.  H.,  10,  Brunswick  Place,  Brighton. 

1902  Taylor,  Henry  J.,  62,  St.  George's  Eoad,  Bolton. 

1899  Taylor,  Inglis,  M.B.,  16,  Harley  Street,  AV. 

n/  1891     Taylor,  James,   M.D.,  49,   AV^elbeck  Street,  AV.     (C. 
1894-7.     S.  1897-1900.     C.  1900-3.) 
J    V  1889     Taylor,  S.  J.,  M.B.,  34,  Prince  of  AVales'  Eoad,  Norwich. 

1900  Teale,  Michael  A.,  38,  Cookridge  Street,  Leeds. 

^    \/  O.M.    Teale,  T.  Pridgin,  F.K.S.,  38,  Cookridge  Street,  Leeds. 
^  (V.-P.  1880-1.) 

C     1900  Thomas,  Frank  G.,  M.B.,  2,  Brunswick  Place,  Swansea. 

^  V  O.M.  Thomas,  Jabez,  Ty-Cerrig,  Swansea. 

^^  1903  Thomas,  E.  Eussell,  112,  Cathedral  Road,  Cardiff. 

1895  Thompson,  A.  Hugh,  M.D.,  36,  AVeymouth  Street,  A\'. 

1903  Thompson,  Arthur  II.,  1,  Pump  Court,  Temple,  E.C. 

1885  Thompson,  C.  Sinclair,  The  Quay,  Bideford,  Devon. 

1895  Thompson,  George  AV.,  M.B.,  15,  Harley  Street,  AV. 

^    J    1888     Thompson,    John   Tatham,    M.B.    (C),   24,    AVindsor 
Place,  Cardifi-. 

y    1895     Thompson,  Eouert,  ]M.D.,  B.S.,  Dalkeith  House,  AVharf 
*  Street,  Brisbane. 
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n/   1S9S     Thomson,    W.     Eenest,    M.D.,    2,    Somerset     Place, 
b  Grlasgow. 

1903     Tipper,   E.   H.,  50,   Colclharbour  Lane,  Denmark  Hill, 
S.E. 
V    1SS3  tToBix,  William,  31,  HoUis  Street,  Halifax,  ^^ova  Scotia, 
Canada. 

1900  ToMLiNsox,  John  H.  Belmont,  Vicarage  Ivoad,  Egham. 

1895     Toombs,    Herbert    George,    18,   Faraday    Mansions, 
Queen's  Club  Gardens,  West  Kensington. 

^1883     Tooth,  Howard  H.,  M.D.,  34,  Harlev  Street,  W.     (C. 
1897-1900.) 
„    yj  O.M.    Tosswill,  L.  H.,  28,  West  Southernhav,  Exeter.       (C. 
^  1896-9.) 

^  •/  1901     TowNSEND,  T.  H,   D.,   M.B.,  Eye    Hospital,    Western 
lioad,  Cork. 
1902  fTRiLOKEKAR,  V.  S.,  308,  Lobar  Street,  Bombay,  India. 

1890     Turner,   William    Aldren.   M.D.    (C),    18,   Harley 
Street,  W.     (C.  1897-1900.     S.  1900-3.) 

^    ^  O.M.    Tweedy,  John   (Pres.),  100,  Harley   Street,   W.     (C. 
1884-7.     V.-P.  1891-4.) 
1898     Tyrrell,  E.  Astley  Cooper,  M.B.,  Belle  Vue,'  Swanley, 
Kent. 
^    l/    1883     Uhtiioff,  J.  C,  M.D.,  AVavertree  House,  Eurze  Hill, 
Brighton, 
t    J  1894     IJsiiER,  C.  H.,  M.B.,  3,  Bon  Accord  Square,  Aberdeen. 
^  V   1888     AValker,  Cyril  H.,  M.B.,  16,  Pembroke  Eoad,  Clifton, 

Bristol. 
r    J  O.M.    Walker,  G.  E.,  45,  Eodney  Street,  Liverpool. 
>J  1892     AValker,  H.  Secker  (C),  45,  Park  Square,  Leeds. 

1901  AValmisley,  Nicolas,  Hampden  Club,  Phoenix  Street, 

St.  Pancraa,  N.W. 

s    V    1900     AVardale,  John  I).,  M.B.,  8,  Eldon  Square,  Newcastle- 
on-Tyne. 
1 S93     Warner,  E.  Ashton,  10,  Brechin  Place,  S. W. 
^  ^  1893     AVauiien,  H.  Guy  S.,  205,  Macquarie  Street,  Sydney. 
c   ^  1893  tWEEKEs,  Charles  Jones,  Lithgow,  New  South  AValee. 
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1887  Wells,    Authur  P.  L.,  M.B.,  H^,  llarley    Street,  AV. 

(C.  1896-9.) 
r  (^    1885     Werneu,  Louis,  M.B.  (C),  31,  Men-ion  Square  North, 

Dublin. 
^    /  CM.    AVest,  Samuel,  M.D.,  15,  Wimpole    Street,    Vi.       (C. 

1888-91.) 
^ /O.M.  *  Wherry,  G.  E.,  M.B.,  Corpus   Buildings,  Cambridge. 

(C.  1897-1900.) 
1895     WniTEUEAD,  Arthur  Longlet,  M.B.,  31,  Park  Square, 

Leeds. 
S    ^f  O.M.    AYilltams,  11.,  82,    Eodney  Street,  Liverpool.     (V.-P. 

1896-9.) 
^  \/  1894     Williams,  W.  E.,  M.B.,  Portmadoc,  Carnarvonshire. 

1888  tWiLLis,   C.   FANCOUJiT,  M.D.,    Satara,   Bombay  Presi- 

dency. 

^     f   1900     Wood,  C.  G-.  Russ,  Hardwick  House,  Shrewsbury. 

J  1889     Wood,  David  J.,  M.B.,  41,  Grave  Street,  Cape  Town, 
South  Africa. 
^  /  1904     Wood,    Joseph   A.,   M.B.,   9,    Saville    Place,    Clifton. 
Bristol. 
1903     Wood,  Percival,  44,  Welbeck  Street,  W. 
^  \l    O.M.  *WooDHEAD,  G.   Sims,  M.D.,  G,  Serope  Terrace,  Cam- 
bridge.    (C.  1894-5.) 
1899  *WoRTn,  Claud,  138,  Harley  Street,  W. 
1890  *Wrat,  Chas.,  Bank  Chambers,  North  End,  Croydon. 
1898  fWEiGHT,  Edward  Wm.,  M.D.,  115,  Montague  Street, 
Brooklyn,  New  York. 


^   1896     Yarr,  M.  T.,  Major,  li.A.M.C,  Personal  Staff  of  H.E. 
the  Governo 
JNG,    Georgi 
Road,  N.W. 


3  the  Governor,  Bombay. 

1903     Young,    George,    72,   Lissenden   Mansions,   Ilighgate 


EULES. 


1.  Object  of  the  Society. — The  object  of  the  Society  is  the 
cultivation  and  promotion  of  Ophthalmology  in  the  United 
Kingdom,  India,  and  the  Colonies. 

2.  Constitution. — The  Society  shall  consist  of  Ordinary  and 
Honorary  members.  All  registered  medical  practitioners  of  the 
United  Kingdom,  and  all  legally  qualified  medical  practitioners 
in  India  and  the  colonies,  whose  qualifications  are  satisfactory 
to  the  Council  of  the  Society,  shall  be  eligible  as  ordinary 
members. 

3.  The  officers  of  this  Society  shall  consist  of  a  President, 
four  or  more  Vice-Presidents,  a  Treasurer,  two  Secretaries,  a 
Librarian,  and  twelve  other  members,  who  together  shall  form 
the  Council  and  manage  the  Society's  affairs. 

4.  Ordinary  Members. — Candidates  shall  be  proposed  on  a 
form  provided  for  the  purpose  and  signed  by  three  members 
from  personal  knowledge.  The  proposal  paper  shall  be  read  at 
one  Ordinary  Meeting,  and  the  Ballot  shall  be  taken  at  the 
following  meeting.  No  election  shall  take  place  unless  ten 
members  vote,  and  no  person  shall  be  elected  who  does  not 
obtain  four  fifths  of  the  votes  given. 

5.  Form  of  Admission  by  the  Chairman. — Members  shall 
1)6  admitted  personally  by  the  following  form,  after  signing 
their  names  in  the  Admission  Book,  and  paying  their  first 
annual  Subscription.  For))!,  of  adi)iisHion. — "  By  the  authority 
and  in  the  name  of  tlie  Oplithalmological  Society  of  the  United 
Kingdom  I  admit  you  a  memb(?r  thereof." 

0.  Honorary  MEMBERS.^The  Council  shall  have  the  power 
of    proposing  for  election  as  Honorary  members  men  of   dis- 
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tilitifiuslHMl  eminence  in  Oplithalniolo«^y,  or  in  the  sciences 
bearing  upon  it.  They  nliall  be  elected  ])y  l)allot  in  tlie  same 
manner  as  Ordinary  members  at  the  next  meetin<^^  Tlic 
Honorary  members  shall  not  exceed  ten  in  number. 

7.  Kesignation  of  Mkm}3Ers. — Any  member  may  retire  from 
tlie  Society  after  ^ivin<^  notice  in  writing  to  the  Secretaries  and 
paying?  any  contribution  due. 

8.  Re-admission  of  Members. — Any  member  who  has  retired 
from  the  Society  and  wishes  to  rejoin  it,  must  be  proposed, 
balloted  for,  and  admitted  in  accordance  with  Kules  4  and  r>. 

9.  Expulsion  of  Memijers. — A  member  can  be  expelled  only 
at  a  General  Meeting  especially  called  for  that  purpose,  and  of 
which  a  written  notice  shall  have  been  sent  to  every  member  a1 
least  fourteen  days  previously.  At  least  ten  votes  must  be 
recorded,  and  four  fifths  shall  carry  the  expulsion. 

10.  Subscriptions. — The  Annual  Subscription  shall  be  One 
Guinea,  payable  in  advance  in  the  month  of  October.  Each 
member  on  election  shall  pay  an  Entrance  Fee  of  One  Guinea 
in  addition  to  the  Subscription,  but  in  the  case  of  a  member 
elected  at  a  meeting  of  the  Session  subsequent  to  Easter  such 
member  shall  not  be  required  to  pay  a  Subscription  during  tlie 
next  Session. 

11.  Arrears. — Any  member  whose  Subscription  is  six  months 
in  arrear  shall  be  reminded  of  the  same  by  one  of  the  Secretaries, 
and  shall  cease  to  be  a  member  if  it  be  not  paid  within  the 
current  year. 

12.  Composition  Fee  for  Resident  Members.  —  Any 
member  may  on  entrance  pay  a  Composition  Fee  of  Twenty 
Guineas,  and  be  thereby  exempted  from  paying  any  further 
Subscriptions,  such  member  enjoying  all  the  rights  and  privi- 
leges of  a  Subscribing  member.  After  entrance,  the  Com- 
position Fee  will  be  according  to  the  following  scale : — 
After  five  payments  Seventeen  Guineas,  after  ten  payments 
Fifteen  Guineas,  after  fifteen  payments  Twelve  Guineas,  after 
twenty  payments  Ten  Guineas,  after  twenty-five  payments 
Eight  and  a  Half  Guineas,  after  thirty  payments  'Seven 
Guineas,  after  thirty-five  payments  Five  Guineas,  after  forty 
payments  Two  and  a  Half  Guineas,  and  after  forty-five  pay- 
ments nil. 
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13.  Composition  Fees  for  Non-Resident  Members. — Any 
member  resident  out  of  the  United  Kingdom  may  pay  a  Com- 
position Fee  of  Eleven  Guineas  instead  of  tlie  Annual  Subscrip- 
tion, and  will  then  be  entitled  to  receive,  post  free,  a  copy  of 
the  Society's  *  Transactions  '  each  year ;  but  if  at  any  time  such 
member  subsequently  become  a  Resident  member  of  the  Society, 
payment  of  the  Annual  Subscription  shall  be  resumed  at  the 
end  of  six  years  from  the  date  of  election,  or  if  more  than  six 
years  have  elapsed,  from  the  date  of  return  to  residence.  The 
question  of  further  composition  shall  be  decided  by  the  Council. 
N.B. — The  Composition  Fee  will  be  held  to  include  the 
Entrance  Fee  if  paid  any  time  during  the  First  Session. 

14.  Election  of  Officers. — The  Officers  of  the  Society 
shall  be  elected  yearly  by  Ballot  at  the  Annual  Meeting.  A 
Balloting  list  of  the  names  recommended  l)v  the  Council  for 
election  shall  be  sent  to  each  Resident  member,  together  with 
the  notice  of  the  Annual  Meeting.  In  the  event  of  any  name 
being  substituted  for  any  recommendation  of  the  Council,  the 
election  shall  not  be  valid  unless  effected  by  a  majority  of  those 
present  at  the  meeting.  The  President  shall  not  hold  office  for 
a  period  of  more  than  two  consecutive  years.  No  other  member 
of  the  Council,  except  the  Treasurer  and  the  Librarian  for  the 
time  being,  shall  hold  the  same  office  for  more  than  three  con- 
secutive years.  Any  ordinary  member  of  Council  who  has  been 
absent  from  all  the  meetings  of  the  Council  for  one  session 
shall  not  bo  eligible  for  election  to  the  Council  for  the  ensuing 
session. 

15.  Scrutineers. — Two  Scrutineers  appointed  by  the  Presi- 
dent at  the  commencement  oi  llic  Animal  Meeting  shall  receive 
llic  lists  during-  the  first  hour,  and  rcjiort  tlic  result  to  the  Presi- 
dent, who  shall  have  a  casting  vote. 

11'.  President  and  Vice-Presidents.— The  President  shall 
regulate  all  the  proceedings  of  the  Society  and  Council,  state 
and  |)Ul  (juestions,  iiilt-jprcl  the  application  of  the  laws,  and 
decide  any  «I()iiliti'ul  points.  He  shall  check  irregularities  and 
enforc<*  the  ohservauce  of  the  laws.  He  shall  sign  the  minutes 
of  (icneral  and  Council  M<'<'tings.  In  the  a])sen(('  of  the  Pr(>si- 
dent  one  of  the  Vice-l^residents,  the  Treasurer,  or  some  other 
member  clioseu  l>y  the  meeting,  shall  perform  his  duties. 
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17.  Secretaries. — The  Secretaries  sliall  inaiui}.^e  all  corre- 
spondence, sliall  attend  every  meeting  of  the  Society  and  Council, 
and  take  minutes,  which  shall  be  read  at  the  foUowin*^  meetinj^. 
They  shall  notify  to  new  menihei's  their  ele(;tion.  They  shall 
arrange  with  the  President  the  order  of  proceeding's  at  all  th(» 
meetings.  They  shall  have  charge  of  and  keej)  a  register  of  all 
papers  communicated,  and  shall  be  the  Editors  of  the  '  Trans- 
actions.' 

18.  Treasurer. — The  Treasurer  shall  receive  all  moneys 
due  to  the  Society,  and  make  all  payments  ordered  hy  the 
Council,  keeping  an  account  of  all  such  receipts  and  payments. 
He  shall  keep  a  printed  receipt  l)ook  for  the  subscriptions,  and 
every  receipt  shall  be  signed  by  himself  and  countersigned  by 
one  of  the  Secretaries.  He  shall  present  to  the  Annual  Meeting 
a  written  Report  of  the  financial  state  of  the  Society,  signed  by 
himself  and  by  two  members  of  the  Audit  Committee. 

19.  Librarian. — The  Librarian  shall  have  entire  charge  and 
control  of  the  Library.  He  shall  purchase  books  for  the  Library 
as  opportunities  arise  at  his  discretion  out  of  the  grant  previously 
voted  for  this  purpose  by  the  Council.  He  shall  see  that  all 
books  belonging  to  the  Society  are  duly  entered  in  the  Catalogue, 
and  that  the  periodicals  and  pamphlets  are  from  time  to  time, 
as  occasion  may  require,  suitably  bound.  It  will  be  his  duty 
to  see  that  the  Library  Rules  are  not  infringed. 

20.  Audit  Committee. — The  President,  one  of  the  Secretaries, 
and  two  members  of  the  Society  nominated  by  the  President  at 
some  meeting  of  the  Society  previous  to  the  Annual  Meeting, 
shall  form  a  Committee  to  audit  the  Treasurer's  accounts. 

21.  Meetings  of  Council. — The  Council  shall  meet  immedi- 
ately after  the  meetings  in  October,  January,  May,  and  June, 
and  at  such  other  times  as  they  may  be  specially  convened. 
Three  shall  form  a  quorum.  The  Council  shall  determine 
questions  by  show  of  hands  (or  by  Ballot  if  demanded),  the 
President  having  in  both  cases  a  casting  vote  in  addition  to  his 
ordinary  vote.  The  Council  shall  decide  upon  all  questions 
relating  to  the  reception  of  communications,  and  to  their 
publication  in  the  Society's  '  Transactions.' 

22.  Vacancies  of  Officers. — The  Council  shall  have  the 
power  of  filling  up  any  vacancies  which   may  occur  in  any  of 
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the   offices   of   tlie   Society  between  one  Annual  Meeting  and 
another. 

23.  '  Transactions.' — A  copy  of  the  '  Transactions  '  shall  be 
sent  to  each  Ordinary  member  of  the  Society  whose  subscrip- 
tion is  not  in  arrear,  and  a  copy  of  the  *  Transactions  '  shall  be 
sent  to  each  Honorary  member  of  the  Society. 

24.  Meetings. — These  shall  consist  of  Ordinary,  Clinical, 
Special,  and  General  Meetings. 

Ordinary  Meetings. — The  business  during  the  lirst  half- 
hour  shall  consist  of  the  discussion  of  cases  and  card  speci- 
mens, after  which  papers  shall  be  read  and  discussed.  Nothing 
relating  to  the  laws  or  management  of  the  Society  shall  be  con- 
sidered. 

Clinical  Meetings. — One  or  more  of  the  meetings  in  each 
session  may  be  devoted  exclusively  to  the  exhibition  and 
discussion  of  cases  and  specimens.  The  number  and  dates  of 
such  meetings  shall  be  arranged  by  the  President  and 
Secretaries. 

The  hye-laws  and  regulations  relating  to  Ordinary  and  Clinical 
Meetings  tvill  he  found  on  ])age  xl. 

Special  Meetings. — At  the  discretion  of  the  Council  an  extra 
meeting  may  be  arranged  in  order  to  hold  a  discussion  upon 
some  subject,  of  which  due  notice  shall  be  given,  or  one  of  the 
Ordinary  Meetings  of  the  Society  may  be  devoted  to  this 
purpose. 

General  Meetings. — The  Annual  General  Meeting,  of  which 
every  resident  member  shall  receive  one  week's  notice,  snail  be 
convened  by  special  summons;  ten  shall  form  a  quorum.  It 
shall  be  held  immediately  after  the  Ordinary  Meeting  in  July. 
The  business  sliall  consist  in  the  election  of  Officers,  the  pre- 
sentation and  adoption  of  the  Annual  Report,  and  the  discussion 
of  any  ])ro})()H(Ml  iiltcration  of  the  Rules,  notice  of  which  shall 
])e  given  in  the  sumnious  convening  the  meeting.  No  alteration 
in  the  Rules  shall  be  adopted  unless  four  fifths  of  the  votes  are 
given  in  its  favour. 

A  Special  General  Meeting  may  be  called  at  any  time,  on  one 
week's  notice,  by  the  President  or  any  tlirec^  mciiibcrs  of  the 
Council,  or  on  th(^  requisition  of  fiftiM'n  members  of  the  Society. 
The  nature  of  the  businesH  to  be  transacted  at  such  meetings 


XXXVII 

shall  be  specified  in  the  suinmoiis  sent  to  each  niemlier  of  the 
Society,  and  no  other  business  shall  be  considered. 

Dates  and  Hours  of  Meetings. — The  dates  of  lneetin<,^s  shall 
be,  unless  otherwise  determined  by  the  Council,  the  third 
Thursday  in  October,  the  second  Thursday  in  November  and 
second  Thursday  in  December,  the  last  Thursday  in  January, 
the  second  Thursday  in  February,  the  second  Thursday  in 
March,  the  first  Thursday  in  May,  the  second  Thursday  in  June, 
and  the  second  Thursday  in  July.  All  but  the  General,  Clinical, 
and  Special  Meetin<>s  shall  commence  at  8.30,  and  shall  not  be 
prolonged  after  10  p.m.,  except  on  the  proposal  of  a  member, 
duly  seconded,  and  carried  by  a  show  of  hands.  The  hour  of 
all  other  meetings  shall  be  determined  by  the  President  and 
Secretaries. 

25.  Visitors. — Each  member  may  introduce  as  visitors  two 
members  of  the  medical  profession  to  all  but  the  General 
Meetings.  They  shall  sign  their  names  in  the  attemlance  book, 
opposite  to  the  name  of  the  member  introducing  them. 

26.  Order  of  Communications. — Communications  shall  be 
taken  in  the  order  in  which  they  have  been  sent  in  to  the 
Secretaries,  subject  to  the  discretion  of  the  President.  If  an 
author  be  not  ])resent  when  the  time  arrives  for  his  communica- 
tion to  be  read,  it  shall  be  dealt  with  as  the  President  may 
direct. 

27.  Publication  of  Papers  and  Discussion. — All  papers 
must  be  sent  to  the  Secretaries  at  least  one  week  before  the 
meeting,  together  with  an  abstract  suitable  for  immediate 
publication  in  the  journals.  When  possible,  notice  should  be 
given  relating  to  card  cases,  etc.  All  papers  read  before  the 
Society  shall  be  deemed  the  exclusive  property  of  the  Society, 
and  if  published  elsewhere  by  the  author  without  the  express 
permission  of  the  Council  shall  thereby  be  disqualified  for 
admission  into  the  Society's  'Transactions.'  No  report  of  the 
meetings  of  the  Society  may  be  published  by  members  or  others 
without  the  sanction  of  the  Council. 

28.  Committee  of  Reference. — Six  members  of  the  Society 
shall  be  chosen  annually  by  the  Council  to  act  with  the 
Secretaries  as  a  Committee  of  Keference,  and  any  communica- 
tion to  the  Societv  mav  be  referred  bv  the  Secretaries  to  two 
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or  more  niembers  of  such  Coiiimittee  of  Reference  for  the 
purpose  of  considering  the  fitness  of  the  communication  in 
question  to  be  read  before  the  Society,  or  to  be  published  in 
the  Society's  *  Transactions.' 


LIBRARY   RULES. 


L  The  Library  shall  be  open  at  the  same  hours  as  that  of 
the  Medical  Society,  viz.  from  1  p.m.  to  6  p.m.  daily,  except  on 
Saturdays,  when  it  will  be  closed  at  3  p.m. 

2.  Members  will  be  entitled  to  read  the  books  belonging  to 
the  Society  at  11,  Chaudos  Street,  between  those  hours,  or  to 
take  them  out  on  signing  a  book  provided  for  that  purpose. 
But  any  books  of  extraordinary  value  may  be  placed  by  the 
Council  on  a  separate  list,  such  books  not  being  allowed  to  be 
removed  from  the  Library. 

3.  A  large  number  of  the  current  periodicals  will  be  accessible 
to  members  in  the  Library.  These  will  not  be  allowed  to  be 
taken  out  of  the  Library. 

4.  A  book  must  be  returned  at  the  expiration  of  a  fortnight 
if  wanted  In'  any  other  member.  The  Librarian  will  in  such  a 
case  write  to  the  member  in  whose  name  the  book  was  taken 
out. 

5.  If  the  book  be  not  returned  within  four  days  of  such  notice 
[I  fine  of  ijd.  will  be  charged  for  each  day  that  the  book  is 
retained  beyond  such  days  of  grace. 

6.  Instruments  and  drawings  cannot  be  taken  out  of  the 
Library  except  with  tlie  express  permission  of  the  Council. 

7.  A  member  taking  out  a  book  will  be  held  responsible  for 
its  being  returned  in  good  condition. 


THE  BOWMAN  LECTURE. 

lletsolatluii  of  Coutiri/,  Scjdenther  \Hf/i,  1883. 


"That  in  recognition  of  Mr.  r>()winjin's  distinguished  scientific 
position  in  oplitluilmology  and  oilier  lirinicljcs  of  Medicine,  and 
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in  comnu'inoialioii  (►!'  Iiis  Viiluiihlc  st-rviccs  (o  lli*-  Ophtlialiiio- 
lo^'ical  Society,  of  which  lie  was  the  first  President,  the  Council 
shall  each  year,  or  periodically,  nominate  some  person  to  deliver 
a  lecture  before  the  Society,  to  be  called  'The  Bowman  Lecture,' 
which  shall  consist  of  Ji  critical  resume  of  recent  advances  in 
ophthalmology  or  in  such  subject  or  subjects  as  the  Council 
shall  select,  or  of  any  ori<^inal  investi<^ation,  and  shall  be 
delivered  at  a  special  meetini,'  of  the  Society  held  for  the 
purpose,  at  which  no  oilier  l)usiness  shall  be  transacted." 


EDWAKD   NETTLESHIP   PKIZE. 

On  the  occasion  of  Mr.  Nettleship's  retirement  from  practice 
in  1901  a  fund  was  inaugTU'ated  by  his  friends  and  pupils,  with 
the  object  of  founding-  an  Edward  Nettleshi})  Prize  for  the 
Encouragement  of  Scientific  Ophthalmic  Work,  and  at  a  meet- 
ing of  the  General  Committee  of  the  above  fund  on  July  2nd, 
1902,  the  following  resolutions  were  adopted  : 

1.  That  the  prize  should  be  a  Gold  Medal  for  the  encourage- 
ment of  scientific  ophthalmic  work. 

2.  That  the  Council  of  the  Ophthalmological  Society  of  the 
United  Kingdom  be  asked  to  undertake  the  custody  of  the 
Prize  and  Fund,  and  to  appoint  Trustees. 

3.  The  award  of  the  Medal  shall  be  entrusted  to  three  mem- 
bers of  the  Ophthalmological  Society  appointed  by  the  Council, 
such  members  to  be  changed  after  each  award. 

4.  That  the  Medal  shall  be  awarded  at  such  inteiTals  as  shall 
be  determined  upon. 

5.  That  only  British  subjects  be  eligible  to  receive  this  Prize. 
0.  That,  subject  to   the  discretion  of  the  said   Council,  the 

Prize  shall  be  aAvarded — 

(a)  For  the  most  valuable  contribution  to  Ophthalmology 
during  the  three  years  immediately  preceding  or  since 
the  last  award,  or 
(h)  For  the   best  work    done    on    any    subject    previously 
selected  and  announced  by  the  Council  of  the  Oph- 
thalmological Society. 
7.  That  in  the  event  of  no  work  being   found   of   sufficient 
merit  an  award  shall  not  be  made. 
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BYE-LAWS   CONCERNING   COMMUNICATIONS. 

1.  The  *  TraiiScietious '  shall  consist  of  such  communications 
made  to  the  Society  by  or  through  members,  as  may  be  deemed 
by  the  Council  suitable  for  publication.  Also  of  discussions  of 
importance  or  interest  arising  out  of  such  communications. 

2.  No  communication  to  the  Society  shall  occupy  more  than 
twenty  minutes,  and  in  the  subsequent  discussion  of  it  no 
member  shall  speak  more  than  once,  or  for  more  than  ten 
minutes,  without  the  special  pennission  of  the  Chairman. 

3.  All  communications  accepted  by  the  Society  become  the 
property  of  the  Society. 

4.  Communications  are  admissible  which  may  have  been  read 
elsewhere,  provided  they  have  not  been  published,  and  are  not 
intended  to  be  published,  in  whole  or  in  abstract,  through 
another  channel. 

5.  The  cost  of  illustrations  shall  be  borne  by  the  Society  so 
far  as,  in  the  opinion  of  the  Council,  is  consistent  with  the  state 
of  its  funds. 

6.  Reprints  of  papers  may  be  obtained  by  authors  at  their 
own  expense,  by  arrangement  with  the  printer. 


REGULATIONS  CONCERNING  THE  EXHIBITION  OF 
PATIENTS  AND  OF  PATHOLOGICAL  SPECIMENS 
BY  CARD. 

A.  Patients  must  att<?nd  not  later  than  8  p.m.,  and  will  be 
allowed  to  leave  at  9.30.  A  card,  provided  by  ilie  Society,  must 
l)e  phiced  conveniently  near  the  })atient  (unless  it  is  undesirable 
tliat  it  should  ]>e  read  by  the  patient  or  friends),  and  on  it  must 
be  ch'arly  written  an  account  of  the  case,  coiujryixiinj  (ill  the 
jjarticulare  intended  fffv  ]>uh/irafi(fn.  The  iitlc  only  ol  the  case 
will  be  announced  by  thc!  President  to  the  meeting,  but  the 
Exhil»i1<»r  (or  his  rrprcscntative)  must  be  jtresent  at  the 
meeting,  and  be  willing  to  read  the  cas(^  and  furnish  additional 
details  if  called  upon  to  do  so ;  the  length  of  such  oral  com- 
muuicatiouB  not  to  exceed  five  minutes. 


The  narration  and  discussion  of  Card  Specimens  shall  nut 
occupy  more  than  the  first  half-hour  of  the  meeting. 

B.  Pathological    Specimens    may,    at    the    discretion    of  the 

Exhibitor,  be  shown  by  card,  and  will  then  be   subject  to  the 

above  regulations.  It  is  })articularly  to  be  noted  that  the 
description  on  the  card  must  comprise  all  the  particulars 
intended  for  imhlication. 


REGULATIONS   FOR  CLINICAL  EVENINGS. 

1.  Notice  of  cases  or  specimens  should  be  sent  in  to  the 
Surgical  Secretary  as  early  as  possible,  but  not  later  than  the 
Thursday  preceding  the  meeting. 

2.  Cases  and  specimens  may  be  shown  without  previous 
notice  if  there  is  time,  but  not  until  all  on  the  printed  list  have 
been  disposed  of. 

3.  The  number  of  cases  to  be  shown  by  any  member,  and  the 
total  number  on  one  evening  to  be  left  to  the  discretion  of  the 
President  and  Secretaries. 

4.  A  list  of  the  cases  and  specimens  to  be  sent  before  the 
meeting  to  every  member  in  the  kingdom. 

5.  Particulars  of  each  case  to  be  fully  written  out  before  the 
meeting,  and  given  to  the  Secretaries  at  the  close  of  the  meeting. 

6.  A  short  abstract  of  the  case  to  be  written  on  the  card 
provided  for  the  purpose,  and  placed  by  the  patient. 

"7.  The  narration  of  a  case  shall  not  occupy  more  than  five 
minutes,  and  in  the  subsequent  discussion  no  member  shall 
speak  more  than  once  or  for  more  than  five  minutes. 

8.  Patients  and  specimens  to  be  in  place  and  ready  by  8  p.m., 
one  of  the  Secretaries  being  in  attendance. 

9.  That  the  meeting  for  the  narration  and  discussion  of  cases 
shall  commence  at  9  p.m. 

10.  If  the  exhibitor  or  a  representative  be  not  present  the 
case  cannot  be  taken. 

11.  A  case  which  has  been  shown  at  one  of  the  Ordinary 
Meetings  may  be  subsequently  brought  forward  at  a  Clinical 
Evening. 


LIST   OF   COMMUNICATIONS 

BROUGHT  BEFORE  THE  SOCIETY  DURING  THE  SESSION 

1903-4. 


I.  DISEASES   OF   THE   EYELIDS. 

1.  Peculiar  coudition  of  lacrymal  sac  followiug  injury. 

By  K.  W.  boYNE 


PAGE 


Presidential    Address,    delivered    before    the    Oj)litlial- 

mological  Society  by  Jobn  Tweedy,  P.K.C.S.  .         1 


11.    DISEASES   OF   THE   CONJUNCTIVA. 

1.  The  j)athological  anatomy  of  the  plaques  in  epithelial 

xerosis.  By  M.  S.  Mayou         9 

2.  Sarcoma  at  limbus.  By  Waltek  H.  Jessop       16 

3.  Pemphigus  of  the  coujunctiva. 

By  William  Anderson       10 

4.  Case  of  pemphigus  affecting  the  skin  and  conjunctiva 

aud  some  other  mucous  membranes. 

By  E.  Nettlp:shii'       '22 

5.  Lymphoma  of  the  conjunctiva.  By  L.  Weknek       '24 
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6.  Notes  on  a  ease  of  gonorrhoeal  eonjunctivitis  in  an 

adult  treated  bj  i)eioxide  of  hydrogen. 

By  Adolph  Bronner       30 

7.  A  peeuliar  outbreak  of  granular  oplitbahnia. 

By  W.  C.  EocKLiFFE       34 

8.  Tuberculous  disease  of  conjunctiva.     By  E.  J.  Smyth       37 


III.  DISEASES   OF   THE   CORNEA. 

1.  Xerosis  of  tbe  right  cornea  following  trachoma. 

By  M.  S.  Mayou       39 

2.  A  case  of  ill-develoj^ed  cornese. 

By  Egbert  W.  Doyne       40 

3.  Nodular  opacities  of  the  cornea. 

By  W.  T.  Holmes  Spicer       42 

4.  An  unusual  superficial  circumferential  opacity  of  the 

cornea  symmetrical  in  tbe  two  eyes. 

By  E.  Treacher  Collins       45 

5.  Congenital  anterior  staphyloma. 

By  J.  Herbert  Parsons       47 

6.  Two  cases  of  congenital  staphyloma  of  the  cornea. 

By  E.  Nettleship       63 

7.  Douljle  intra-uterine  kerato-iritis. 

By  G.  W.  Thompson       (j6 

8.  Trachomatous  pannus  and  associated  corneal  changes. 

By  Major  H.  Herbert       67 


IV.    DISEASES  OF  IRIS  AND  CILIARY  BODY. 

1.  Cyst  of  iris.  By  A.  L.  Whitehead       78 

2.  Iniplautatiou  cyst  of  iris.  By  A.  L.  Whiteaead       78 


V.  DISEASES  OF  THE   LENS. 

1.   Subconjunctival  dislocation  of  the  lens. 

J3y  E.  E.  Hendeksuw       80 
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2.  Unusual  opacity  affcctiiif,^  the  posterior  part  of  tin* 

lens  and  capsule.  By  G.  Hartridge       85 

3.  Malclevelopnient  of  suspensory  ligament  of  tlie   lens 

in  both  eyes.  By  R.  Marcus  Gunn       86 

4.  Unusual  sequence  to  cataract  extraction. 

By  W.  C.  RocKLiFFE       87 


VI.  DISEASES  OF  RETINA  AND  CHOROID. 

1.  Varicose  veins  in  the  retina.  By  R.  W.  Doyne       01 

2.  Retinitis  circinata. 

By  R.  W.  Doyne  an<l  Sydney  Stephenson       91 

3.  Sarcoma  of  the  choroid  in   an   eye  with   i^ross  cho- 

roiditis of  an  earlier  date.  By  E.  Nettleship       93 

4.  A  case    of    tumour    of    the   choroid   associated   with 

iritis.  By  J.  Herbert  Fisher     102 

5.  An  anomalous  case  of  tobacco  amblyopia. 
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BEING    THE 

PRESIDENTIAL  ADDRESS 

Delivered  before  the  Ophthalmologiral  Society  of  tJie  Viiited 
Kingdom,  on  Ortoher  20///,    \\)m, 

By  John  Tweedy,  P.R.C.S. 


Gentlemen, — My  first  duty  on  occupying  this  position 
is  to  thank  you  for  the  honour  you  have  conferred  upon 
me  by  electing  me  President  of  the  Society.  No  one 
knows  better  than  I,  that  I  owe  this  mark  of  distinction 
to  your  indulgent  favour  and  not  to  any  services  I  have 
rendered  to  the  Society,  or  can  render.  Be  tliis  as  it 
may,  I  am  deeply  sensible  that  without  your  sympathy 
and  goodwill  I  shall  not  be  able  to  perform,  with  any 
approach  to  efficiency,  the  duties  which  you  liavc*  entrusted 
to  me.  And  I  must  at  once  put  your  com})liancy  to  th(^ 
proof. 

Upon    my   election   I    was    somewhat    disconcerted    to 
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find  it  liad  been  an  unbroken  custom  for  the  newly- 
elected  President  to  deliver  an  address  to  the  members 
of  the  Society.  To  the  subtle  suggestion  that  the  time 
was  now  come  for  establishing  a  precedent  by  omitting 
the  address  on  this  occasion,  our  Surgical  Secretary  gently 
hinted  that  public  opinion  was  not  yet  ripe  for  this  new 
departure.  Nevertheless,  wishing  to  spare  you  if  possible 
from  the  infliction  of  an  address,  I  thought  it  might  not 
be  amiss  if  I  were  to  cull  some  of  the  choicer  sayings 
from  the  addresses  of  former  Presidents  ;  but,  on  further 
reflection  it  seemed  scarcely  fair  to  take  these  gems  from 
their  logical  context  and  literary  settings.  At  length 
another  and  better  alternative  suggested  itself,  namely, 
that  instead  of  addressing  you  myself  1  should  exhort  you 
to  read,  or  re-read,  as  the  case  may  be,  all  the  addresses 
of  my  predecessors.  And  indeed,  with  all  seriousness  and 
earnestness,  this  is  what  I  do  now  recommend  to  every 
member  of  the  Society.  There  you  will  find  some  of  the 
best  thoughts  of  some  of  the  wisest  and  most  thoughtful 
of  our  profession  :  Bowman,  Hutchinson,  Hulke,  Hughlings 
Jackson,  Power,  Argyll  Robertson,  Nettleship,  Swanzy, 
Critchett,  and,  last  in  the  order  of  time  but  not  of  merit, 
the  late  Dr.  Little,  of  Manchester.  The  mere  enumeration 
of  these  names  at  once  awakens  agreeable  and  ever 
hallowed  memories,  and  intimates  the  high  character, 
purpose,  and  mission  of  the  Ophthalmological  Societ3^ 
Among  the  past  Presidents  have  been  not  only  those 
foremost  among  ophtlialmic  surgeons  in  the  three  divisions 
of  the  United  Kingdom,  but  also  two  of  the  ablest  and 
most  accomplished  of  the  general  surgeons  in  this  country 
— two  at  least  who,  in  addition  to  their  eminence  as 
surgeons,  enjoyed  a  considerabk^  reputation  as  physi- 
ologists, and  one  who  stands  almost  ])r(V(^minent  botli  in 
tin's  counti-y  and  tliroiighout  the  medical  world  as  a 
pliiloso])liei'  and  pliysieian.  Tlie  presidency  of  Dr. 
Ilugliliiigs  Jacks(»n  must  always  be  i-einenilx'red  as  one 
of  tlic  most  ciiticjil  jind  significant  events  in  the  history 
of  this   Society,  and    I    xciitinc   to    hope    tluit    in   the   neiu" 
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future  another  pliysiciaii,  not  pcrliajis  of  I)i-.  Jackson's 
supr(»me  inei'it — tliat  is  scarcely  possible  —  hut  anotlier 
])hysiciaii,  whether  general  oi-  iieuroloofical,  will  succeed 
to  this  ofHce. 

The  various  (jualihcations  of  the  several  Presidents  of 
this  Society  afford  striking  evidence  of  a  catholicity  of 
opinion  and  ;i  liberality  of  corporate  constitution  which 
will,  I  trust,  never  be  materially  altered,  limited,  oi- 
abridged.  I  may  ))erhaps  venture  to  remind  the  younger 
members  that  this  Society  was  formed  twenty-three  years 
ago  by  a  small  body  of  earnest  men  who  were  interested 
in  the  study  and  investigation  of  diseases  of  the  eye,  not 
merely  as  local  affections,  but  also  in  their  relations  to 
general  disease  and  especially  to  diseases  of  the  cerebro- 
spinal system.  These  colleagues  comprised  ophtluilmie 
surgeons,  general  physicians,  general  surgeons,  neuro- 
logists, and  also  physiologists,  to  whom  the  eye  must 
always  be  an  interesting  object  of  study,  and  one  of  the 
most  important  avenues  to  knowledge.  I  trust  the 
Society  may  never  lose  the  impress  of  its  early  constitu- 
tion and  of  its  primary  intention  and  endeavour.  Soon 
will  devolve  upon  the  younger  members  of  the  Society 
the  duty  of  preserving  and  perpetuating  the  honourable 
traditions  of  the  Society  unsullied  and  unimpaired. 
During  the  twenty-three  years  which  have  elaj)sed  since 
the  formation  of  the  Society  many  of  the  original 
members  have  passed  away,  the  last  to  leave  us  being 
one  who  was  teacher,  colleague,  or  friend  to  many  here 
present — George  Lawson,  of  whom  it  may  be  wc^ll  and 
truly  said  :  ''  He  was  an  upright  man  and  one  who  feared 
God.''  In  the  course  of  nature,  few  of  those  who  still 
remain  will  survive  the  lapse  of  another  period  of  three 
and  twenty  years.  Other  times  will  bring  other  men, 
and  perhaps  other  ideas  and  other  aspirations.  In  the 
growing  complexity  of  social  and  ])rofessional  relations 
temptations  may  present  themselves  to  narrow  the  sco]i(> 
of  the  Society's  o]ierations.  1'hese  temptations  will,  1 
hope,  be  strenuously  withstood  not  only  by  the  enlightened 
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policy  of  those  who  practise  ophthahnic  surgery,  but  also 
by  the  controlling  influence  of  those  general  physicians 
and  surgeons  which,  it  is  to  be  hoped,  the  Society  will 
always  continue  to  attract. 

Specialism,  however,  there  must  be.  In  the  evolution 
of  thought,  in  the  increasing  differentiation  of  social  and 
economic  functions,  and  in  the  consequent  subdivision  of 
labour,  the  growth  of  specialism  is  inevitable  and  indeed 
necessary.  The  increase  of  knowledge,  the  elaboration  of 
the  means  and  methods  of  investigation,  the  more  minute 
differentia  of  disease  and  of  diagnosis,  the  complexity  and 
])otency,  for  good  or  for  evil,  of  modern  therapeutics, 
whether  pharmaceutical  or  surgical,  must  eventuate  in  a 
specialisation  of  knowledge  and  specialism  in  practice. 
This  tendency  is  observable  in  the  whole  world  of  thought 
and  action — in  philosophy  as  well  as  in  physiology,  in 
politics  and  in  economics,  in  architecture  and  in  engineer- 
ing, no  less  than  in  medicine  and  surgery.  But  it  behoves 
every  enlightened  member  of  the  medical  profession  to 
take  care  that  our  specialisation  shall  be  the  legitimate 
and  reasoned  outcome  of  the  growth  of  knowledge,  the 
separation,  as  it  were,  of  a  subject  in  order  to  develop  it 
to  the  utmost. 

More  than  any  other  speciality,  ophthalmology  should 
be  rational,  and  rest  upon  a  firm  foundation  of  wide  and 
thorough  general  and  professional  knowledge.  When  we 
consider  the  importance  of  diseases  of  the  eye,  their 
incapacitating  character,  their  grave  economic  effects  ; 
and  when  we  o])serve  the  enormous  difference  between 
skilled  and  unskilled  treatment  of  these  diseases,  it  must 
be  obvious  that  the  ophthalmic  surgeon,  for  the  efficient 
discharge  ol  liis  duty,  needs  a  good  mental  equipment, 
great  intellectual  and  j)}iysical  i-esoiu-ces,  and  a  sound 
professional  training.  lie  needs  tlie  courage  and  dexterity 
of  tlie  sin-geon  (•oni])in('(l  with  the  learning  and  acumen  of 
tlic  physician.  Doubtless  there;  are  f(;w  of  us  who  even 
apj)roacli  this  ideal  ;  but  no  one  who  does  not  k(H^p  tliis 
ideal  standard  of  requirements  constantly  in  view  can  be 
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rej^JirJod  as  fulfilling  his  whole  duty,  cithei-  ;is  ;in  o))]i- 
iiuilniic  sury'cou  or  Jis  ;i  o-ood  citizen. 

The  exigencies  of  modern  life  ])reclude  most  of  those 
who  practise  as  ophthalmic  surgeons  from  also  engaging 
in  the  actual  practice  of  so-called  general  medicine  and 
surgery;  but  we  nuiy  all  keep  in  intellectual  touch  with 
the  developments  of  modern  medicine,  and  with  the  general 
progress  of  pathological  knowledge  and  all  that  this 
implies.  Ophthalmology  is  a  subject  at  once  so  fascinat- 
ing and  so  complex  that  there  is  always  some  risk  that 
those  who  are  attracted  by  it  may  specialise  too  soon  and 
specialise  too  much.  I  fear  that  there  is,  even  within  the 
medical  profession,  and  still  more  outside  it,  an  undesir- 
able disposition  to  split  up  practical  ophthalmology  into 
two  separate  parts — the  optical  and  the  medico-surgical. 
This  disposition  ought  to  be  jealously  resisted,  not  only  in 
the  interest  of  our  art,  but  in  the  interest  of  the  public 
health.  The  eye  is  not,  as  the  optician  is  so  apt  to 
consider,  only  an  optical  instrument:  it  is  a  living  organism, 
made  up  of  the  most  elaborate  and  most  highly  differen- 
tiated structures  in  the  body,  in  intimate  and  constant 
relations  with  the  cerebro-spinal  system,  the  blood-vessels, 
the  lymphatics,  and  other  organic  systems  of  the  body  ; 
living  the  life  of  the  whole  body,  observing  its  modes  of 
nutrition,  participating  in  its  diseases,  and  responding  to 
its  various  pathological  manifestations.  No  one  can  safely 
and  intelligently  deal  even  with  the  o})tical  defects  of  the 
eye  unless  he  has  an  adecpiate  knowledge,  not  merely  of 
the  structure  and  diseases  of  the  eye,  but  of  the  varied 
relations  of  the  eye  to  the  whole  organism. 

It  is  a  nuixim  of  P]nglish  law  that  every  accused  person 
shall  be  deemed  to  be  innocent  until  the  proof  of  guilt  has 
been  legally  established.  In  the  practice  of  medicine  we 
adopt,  or  ought  to  ado})t,  a  maxim  the  reverse  of  this  : 
Every  organ  should  be  regarded  as  unsound  until  it  lias 
been  proved  to  be  healthy.  Of  no  organ  of  tlie  l)ody  is 
this  so  true  as  of  the  eye.  We  owe  it,  then,  to  ourselves, 
W{»  owe  it  to  this  Society,  and  we  owe  it   to   the  ]inl)lic,  to 
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inaintaiii  mid  proclaim,  hie  cf  nhiqiic^  that  0})litlialniology 
is  one  and  indivisible,  an  integral  and  essential  part  of  the 
Art  and  Science  of  Medicine. 

Gentlemen,  the  Society  has  hitherto  maintained  a 
high  ideal  of  knowledge,  of  technical  skill,  and  of  pro- 
fessional achievement.  1  would  fain  hope  that  this  ideal 
will  never  be  lowered  or  tarnished,  but  that  with  increase 
of  years  this  Society  may  increase  in  numbers,  in  im- 
portance, and  in  influence  ;  and  that  after  the  lapse  of 
another  twenty-three  years  it  will  have  attained  a  position 
in  ])i'ofessional  and  public  esteem  even  higher  than  that 
which  it  occupies  to-day. 


llEPOrvTS. 


I.  DISEASES  OF  THE  EYELIDS. 

Peculiar   condition    of  tJir  lacrijuuil   -sar  foUoii:unj    hijnnj. 

By  R.  W.  DoYNE,  M.A. 

John  W.  B — ,  aet.  15  years.  First  seen  on  February 
2Gtli,  1904. 

History. — Some  five  weeks  iigo  tlie  patient  reeeived  an 
injury  to  his  left  eye.  Wliilst  larking  with  a  trirl  a 
tolerably  large  haddoek  was  flapped  into  the  eye  by  her. 
The  root  of  the  nose  was  grazed,  but  no  swelling  in 
the  corner  of  the  left  eye,  such  as  exists  at  present,  was 
noticed  until  about  a  week  later. 

Present  condition. — A  somewhat  tender  lump  occupies 
the  position  of  the  left  lacrymal  sac.  Ujion  tii-ni  pres- 
sure the  contents  of  the  swelling,  which  consist  of  licpiid 
blood,  can  be  squeezed  through  the  puncta  into  the  con- 
junctival sac. 

Treatvient  and  Pro(jrex><. — The  case  was  ti'cated  by  boric 
acid  washes  and  pressure  over  the  distended  sac. 

March  11th,  1904. — A  lunij)  is  still  present  in  the 
corner  of  the  left  eye,  but  l)h)()tl-stained  fluid  can  now  be 
scpieezed  through  the  u})per  punctuni  onix 
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April  25tli,  1904. — A  soft,  elastic,  tender  lump,  the  size 
of  a  filbert,  occupies  the  position  of  the  left  lacrymal  sac 
behind  the  tendo  oculi.  Upon  steady  pressure  it  disap- 
pears like  a  hernia,  but  without  regurgitation  of  fluid 
either  into  the  conjunctival  sac  or  into  the  nose.  When 
the  swelling  has  been  emptied  of  its  fluid  contents,  a  hole, 
into  which  the  tip  of  the  finger  can  be  placed,  is  felt  in 
the  region  of  the  lacrymal  bone,  which  appears  to  have 
become  absorbed.  No  discharge  from  nostril.  No  changes 
can  be  found  in  the  nasal  cavity.  , 
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11.  DISEASES  OF  THE  CONJUNCTIVA. 

1.   The   paiJioJoijical   anato7mj   of  the  ylaquea  hi  I'jnthelial 

xerosis. 

By  M.  S.  Mayou. 

Since  Leber's  description  of  epithelial  xerosis  of"  tlic 
conjunctiva,  associated  with  niglit  blindness,  much  has 
been  written  on  tlie  subject  both  abroad  and  in  this 
country.  The  latest  paper  on  the  subject  before  this 
Society  was  by  Sydney  Stephenson  in  1898,  when  he 
showed  very  clearly  its  frequency,  relations  of  colour 
fields,  etc. ;  to  this  paper  an  excellent  bibliograi)hy  was 
added.  At  the  same  time  I  think  there  was  some  discus- 
sion as  to  the  histological  changes  which  took  })lace.  In 
1900  A.  Dotch  described  some  of  these  histological  changes 
occurring  in  three  cases  of  this  disease.  Eyre  also  lias 
described  sections  which,  so  far  as  1  am  aware,  have  not 
been  shown.  1  have  recently,  owing  to  the  kindiiet'S  of 
Mr.  Roxburgh,  had  the  ()p])ortunity  of  examining  six  cases 
of  this  disease,  both  clinically  and  histologically,  upon 
which  the  following  observations  were  made.  They  all 
occurred  in  children  who  were  somewhat  run  down  in 
health,  the  one  exception  being  a  cadet  on  board 
the  training-ship  i^nniirull ,  ;et.  19.  Clinically  these 
])la(pies  were  situated  in  tlie  interpjilpebral  region  at 
either  side  of  the  cornea,  being  more  marked,  and  in  two 
of  the  cases  only  found,  on  the  tem])oral  side.  In  all 
cases  they  wen^  associatc^l  with  night  blindness,  and  made 
a  good  recover}-. 


10  DISEASES    OK     I'HK    OOX.ir  NTTl  VA. 

The  })hiqiu's  were  wliite  in  colour^  being  covered  with 
minute  bubbles  of  Meibomian  secretion.  That  this  is 
the  origin  of  these  bubbles  is  evident  from  these  facts — 

Firstly.  Their  appearance  is  similar  to  the  beaten-up 
secretion  which  occurs  at  the  angles  of  the  lids  in  chronic 
conjunctivitis. 

Secondly.  If  the  secretion  be  wiped  away,  and  the  lids 
held  apart  by  a  speculum,  it  does  not  re-form. 

Thirdly.  In  one  of  the  cases  which  was  of  long  standing 
the  secretion  had  dried  on  the  surface  ;  there  being  no 
bubbles,  the  fatty  secretion  could  be  peeled  off  and 
examined. 

When  this  secretion  is  wiped  away  it  leaves  a  dry, 
slightly  wrinkled  surface  unmoistened  with  tears,  but  if 
thoroughly  cleansed  by  using  soap  it  becomes  moist. 
Smear  preparations  and  cultures  in  five  cases  showed  the 
so-called  xerosis  bacilli  together  with  other  organisms 
(pneumococcus,  staphylococcus,  etc.).  After  fixing  the 
tissue  in  perchloride  of  mercury,  sections  stained  by  gram, 
methylene  blue,  or  Neisser^s  method  show  these  organisms 
in  the  Meibomian  secretion  adhering  in  large  quantities  to 
the  surface  of  the  epithelium;  and  although  a  large  number 
of  the  sections  made  in  series  were  examined,  no  organ- 
isms could  be  found  definitely  either  in  or  between  the 
epithelial  cells  or  in  tiie  deeper  tissue.  That  this  organism 
is  not  the  cause  of  the  plaques  seems  evident,  since — 

Firstly.  They  are  not  found  in  the  tissue  of  the  con- 
junctiva. 

Secondly.  1  liave  examined  the  Meibomian  secretion 
lioiii  twenty  cnses — ten  of  normal  Meibomian  secretion  and 
ten  from  beaten-up  secretion  found  in  thi'  angles  of  the 
lids  in  chronic  conjunctivitis.  In  five  of  thi;  normal  cases 
I  found  the  bacillus,  and  in  nine  from  secretion  at  the 
angles  of  the  lids.  lieylc  isolated  tli(>  l)acilli  in  fift(»en 
(;ases  of  chalazii^n,  and  e\'eu  went  so  far  as  to  say  thai 
this  <irgaiiisni   was  the  cause  of   lliat   disease. 

Thirdly.  Its  bcliaN  ioui-  in  cidlui-C!  attei-  the  iinlial 
^'•rowtli   oil    ))|oo<l    serum    is   that   of  sa|)liro])liite. 
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Fourtlily.  Wlu'ii  inoculatcHl  into  mnii  or  animals  it 
(lues  not  reproduce  the  disease. 

From  tlKNse  facts  I  think  tlic;  so-calk'd  xerosis  Ijaeilli 
may  be  looked  on  as  organisms  occurring  in  the  Meibomian 
secretion  exactly  comparable  to  the  smegma  bacilli  occur- 
ring in  the  secretion  of   the  glands  of  the  pre])uce. 

'Hie  changes  in  the  e])itlieliuni  are  similar  to  those 
bi'ought  about  by  exposure. 

The  e})ithelium  is  thickened,  and  there  is  some  increase 
of  the  leucocytes  in  the  subconjunctival  tissue  beneath. 
The  su])erficial  layers  of  e])ithelium  show  a  well-marked 
layei'  of  keratin  on  the  surface  ;  no  fat  granules  could 
be  demonstrated  by  staining  with  Sudan  III,  but  there 
ai'e  some  granules  staining  with  osmic  acid.  There 
are  also  another  set  of  granules  which  stained  with  (iram 
and  Unna's  polychrome  blue,  which  is  suggestive  of  the 
persistence  of  the  prickle  cells  of  the  deeper  layer  per- 
sisting in  the  horny  outer  layer.  Some  of  the  nuclei  are 
persistent  in  this  layer. 

Beneath  this  layer  of  keratin  there  is  a  well-marked 
layer  of  cells  showing  granules  of  keratohyalin  which 
stained  well  both  by  Ernst-Gram  method,  and  by  luema- 
toxylin  decolourised  in  permanganate  of  potash  ;  the 
former  method  of  these  two  I  found  the  more  relial)le. 
A  small  practical  point  in  staining  is  that  the  aniline 
gentian  violet  should  be  left  on  for  at  least  five  minutes, 
then  Lugol  Solution  half  a  minute,  and  the  section  then 
decolourised  both  by  aniline*  oil  and  xylol  and  by  absolute 
alcohol.  By  this  method  the  keratohyalin  will  retain  the 
stain  longer  than  xerosis  bacilli  will.  Thv  keratohyalin 
granules  are  principally  situated  in  the  periphery  of  the 
cells,  and  the  ])rotoplasm  of  the  nucleus  to  one  side  of  the 
nuclear  membrane.  Heneath  this  layer  of  keratohyalin  is 
a  well-marked  la\er  of  (-('lis  showing  intercellular  bridges, 
which  are  seen  Ix^st  in  preparations  when  treated  with 
osmic  acid  and  tannin.  Scattered  through  this  layer  and 
tlie  basal  layer  are  nuclei,  which  hold  the  stain  after  pro- 
longed   decolorisatiiMi,     and    scimu    to    be     intensely    basic. 
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Another  important  point  is  tlie  complete  absence  of  cells 
undergoing  mucoid  change.  To  sliow  tliat  these  forma- 
tions of  keratin,  keratohyalin,  and  prickle  cells  do  not 
occur  in  normal  conjunctiva,  1  have  stained  pieces  of 
conjunctiva  removed  from  opposite  the  palpebral  fissure 
of  a  child  aged  5  years,  a  man  aged  40,  and  from 
the  surface  of  a  pinguecula.  In  the  child  aged  5  years 
there  was  no  trace  of  any  of  these  changes  ;  from  the  man 
aged  40  a  few  scattered  cells  showed  granules  of  kerato- 
hyalin,  and  in  the  pinguecula  there  were  also  a  few 
epithelial  cells  showing  granules  of  keratohyalin  to  a 
greater  extent  than  in  the  previous  cases.  There  were 
no  prickle  cells  or  keratin  formation  in  any  of  these. 
Groing  down  the  animal  scale  to  the  mole,  an  animal 
whose  eyes  are  exposed  to  much  irritation  though  small, 
we  find  that  the  cornea  is  keratinised  and  that  the  con- 
junctiva is  moistened  by  a  large  gland  similar  in  structure 
to  the  Meibomian  glands,  secreting  a  fat  material. 

Thus  it  is  seen  that  the  changes  are  brought  about 
essentially  by  exposure,  together,  perhaps,  with  a  decrease 
in  lacrymal  secretion. 

Keratin,  when  free  from  fat,  is  itself  an  hydratible 
body — that  is  to  say,  is  capable  of  being  moistened  with 
water  or  lacrymal  fiuid,  since  the  lacrymal  fluid  has  a 
higher  surface  tension  than  water.  But  the  least  trace 
of  grease  in  the  epithelial  cells  is  sufficient  to  raise  its 
surface  tension  and  prevent  it  from  becoming  moist,  while 
it  still  allows  ])ai'ticles  of  a  higher  surface  tension  than 
tlie  lacrynjnl  lluid  to  become  adherent  to  it.  A  well- 
known  pai'alh'l  to  this  is  to  take  two  })ieces  of  steel  wire 
and  cleanse  them  by  heating  to  a  red  heat,  })utting  one 
directly  into  a  vessel  filled  with  soda  water,  but  ])assing 
the  other  through  the  fingers  before  ])lacing  in  the  soda 
water;  the  bnbbkss  of  gas  adhere  to  the  surface  of  the 
wire  which  lias  Ijeen  passed  tlii'ough  the  fingers  owing  to 
tlic  trace;  of  grease  on  llic;  wir(!  raising  its  surface  tension 
and  prevent  ing  hydi-at  ion  of  the  sui'face.  In  a  siinihii- 
way     M<'iI)oniian     seci'etion    organisms,    vU'.,    will    become 
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adhoront  to  the  kcratinised  placjues.  This  M(n})oinian 
secrotion  will  thorofore  disappear  either  by  raisiiif^  the 
surface  tension  of  the  lacryirial  fluid  or  by  lowering  the 
surface  tension  of  the  plaques.  Mucin  is  one  of  the 
most  important  factors  in  bringinp^  about  hydration  in  the 
normal  conjunctiva.  Torocholate  of  soda  dei'ivod  from 
bile  salts  is  one  of  the  most  powerful  ap^ents  in  reducing 
surface  tension.  If  two  or  three  drops  of  a  20  per  cent, 
solution  of  tliis  substance  arc  instilled  into  the  con- 
junctival sac  in  a  case  of  epithelial  xerosis,  and  gentle 
massage  applied,  the  white  patch  of  Meibomian  secretion 
disappears  and  the  surface  becomes  covered  with 
lacrymal  fluid  ;  this  will  only  take  place  in  mild  cases  of 
the  disease.  In  a  similar  manner  if  castor  oil  be  instilled 
the  secretion  from  the  Meibomian  glands  disappears  from 
the  surface  of  the  plaque,  but  of  course  this  only  lasts 
whilst  the  oil  remains  in  the  conjunctival  sac.  '^I'he 
surface  tension  of  the  lacrymal  fluid  estimated  by  a 
capillary  glass  tube,  which  has  been  thoroughly  cleansed 
by  potash  and  absolute  alcohol,  is  slightly  raised  in  this 
disease,  probably  owing  to  the  presence  of  Meibomian 
secretion.  I  think,  therefore,  that  the  essential  change  in 
the  production  of  these  plaques  is  the  keratinisation  of 
the  epithelium,  due  partly  to  exposure  and  drying  of  the 
epithelium,  and  partly  to  deficient  lacrymal  secretion 
occurring  in  children  of  delicate  health,  and  that  the 
Meibomian  secretion  with  the  bacilli  is  simply  adherent 
to  these  plaques  owing  to  the  altered  surface  tension  due 
to  keratinisation  of  the  epithelium  and  the  absence  of 
mucoid  change  therein. 

I  have  added  in  an  appendix  the  notes  of  the  six  cases. 

Referencks. 

STEriTENRON. —  Trails,   of  the   Ophth.    Sor.,   1800. 
Leber. — Grarfe  Archircs,  Bd.  xxix. 
A.  DoTCii. — Gracfe  ArcJiirctt,  IM.  xlix. 
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Appendix. 


Case  1. — J.  H — ,  M.  act.  19  years.  Sailor.  Seen  August 
15th,  1903.  Complained  that  he  cannot  see  at  night. 
Noticed  one  week.  No  previous  attack.  No  previous 
illnesses  or  accidents,  but  recently  his  appetite  has  not 
been  good,  and  he  feels  tired.  Xerotic  patches  on  the 
inner  side  of  both  conjunctiva?  extending  on  to  the  plica. 
Fields  full.  Fundus,  bright  retinal  reflex.  Vision, 
R.  and  L.  =  f .  Treatment:  Liq.  Strych.  min.  5  t.d.s. 
Recovered  night  blindness  in  three  weeks. 

Case  2. — R.  B — ,  M.  a^t.  12  years.  vSchoolboy.  Com- 
plained of  night  blindness.  No  previous  attack.  Has 
never  seen  well  out  of  right  eye.  Has  had  no  previous 
illnesses.  Has  been  taking  his  food  well,  but  will  not  eat 
vegetables.  Epithelial  plaques  on  the  outer  side  of  both 
conjunctiva?.  Pupils  show  marked  hi])pus.  Vision  : 
R.  g-Q-;  L.  I".  Pigmentation  of  the  right  macula  sug- 
gestive of  a  partial  coloboma.  Child  made  a  good  re- 
covery from  the  night  blindness  on  01.  Morrhuao  5J  t.d.s. 

Case  3. — L.  B — ,  F.  ?ct.  6  years.  Complained  of  night 
blindness,  three  weeks.  No  previous  attacks.  Last 
week  child  lay  about,  not  inclined  to  play.  Food  had 
boon  taken  well,  but  she  had  been  sick  several  times. 
Fpithelial  placjues  on  either  side  of  both  cornea3,  and 
slight  muco-purulent  discharge  from  the  Ij.  Child  last 
seen  three  weeks  later ;  she  had  improved,  the  })laques 
liaving  practically  disappeared,  and  she  did  not  attend  the 
hospital  again. 

Cask  4. — A.  Ij — ,  M.  lot.  9  years.  ('oni))laiiiod  of  night 
})lin(lness,  five  wooks.  First  attack.  Is  iioi  getting 
proper  food.  Has  Iwn  other  brothers  and  sisters,  none  of 
wliom  arc  afTecto<|.  |]|iil  li('li;il  pliupios  on  oillicr  sido  of 
h'ltli  corueiL'.  Slight  nnico-jtnrulcni  discliai-gc  IVoni  both 
eyes.     T'lcMs  full,      l-'nndu^,  hriL'lit   rot inal  rollox.      iMa(jUos 
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disappeared    six    weeks   after  the   patient  was  first    seen. 
Treatment  :   Syr.  Vcvvi  Phos.  Co.  53  t.d.s. 

Case  5. — J.  Q — ,  M.  £et.  4  years.  Complained  of  niorlit 
blindness,  two  months.  F^atient  suffers  from  adenoids, 
is  constipated,  and  has  a  severe  cou^'h.  Is  always  tired, 
and  lies  about  all  day,  l)Lit  does  not  f^o  to  sleep.  Eats 
well  and  gets  sufficient.  Four  other  children  unaffected. 
Epithelial  plaques  on  either  side  of  both  corneno, 
practically  occupying  the  whole  of  the  palpebral  fi.ssure. 
Fundus,  bright  retinal  reflex.  Child  did  not  improve  on 
out-patient  treatment  for  three  weeks,  but  recovered 
completely  in  two  weeks  after  admission  to  the  hos])ital 
with  proper  food  only. 

Case  6. — T.  S — ,  M.  a)t.  6  years.  Complained  of  night 
blindness.  No  previous  attacks.  Has  several  brothers 
and  sisters,  none  affected.  Not  getting  proper  food.  A\'ill 
not  eat  vegetables.  He  plays  about  all  day,  but  rapidly 
gets  tired.  Epithelial  plaques  on  the  outer  side  of  both 
conjunctivae.  Slight  muco-purulent  discharge.  Made 
good  recovery  in  three  weeks. 

Major  Herbert  said  lie  had  seen  a  good  deal  of 
epithelial  xerosis  in  India,  and  he  thought  one  should  be 
careful  about  taking  the  horny  transformation  in  that 
position  on  the  conjunctiva  as  necessarily  the  cause  of 
epithelial  xerosis,  because  it  was  found  in  some  pingui- 
cula3  and  in  some  cases  of  bulbar  spring  catarrh.  More- 
over, in  India  some  of  the  cases  of  epithelial  xerosis  were 
not  confined  to  that  area.  He  was  not  confusing  between 
epithelial  and  parenchymatous  xerosis,  but  in  some  very 
ill-nourished  natives  of  India  one  found  the  wholi^  of  the 
ocular  conjunctiva  greasy-looking  and  wrinkled,  and  there 
was  no  contraction  of  it  ;  indeed  even  the  jialpebral  con- 
junctiva looked  dry.  Such  cases  only  occurred  in  very 
ill-fed  people,  who  would  probably  die  in  a  cold  climate. 
He  had  sections  of  such  conjunctivic  from  the  lower  fornix 


16  DISKASKS    OF     TH  K    CONJUNCTIVA. 

and  from  the  ocular  conjunctiva,  where  there  was  no 
horny  change  at  all ;  but  there  was  much  pigmented 
epithelium  and  a  complete  absence  of  mucus  cells.  In 
the  same  subjects  one  found  changes  in  other  mucous 
membranes.  For  instance,  in  the  mouth  there  were  lines 
corresponding  with  the  contact  and  pressure  of  the  teeth. 
The  surface  was  grey  and  rough,  and  in  many  cases 
distinctly  scarred.  The  patients  had  a  peculiar  voice, 
high-pitched,  flat,  and  often  husky.  Another  feature  was 
that  in  the  urine  just  passed  there  were  epithelial  flakes 
up  to  2  mm.  in  diameter.  Therefore,  though  he  thought 
the  keratinous  change  was  an  important  observation, 
what  was  essential  was  the  absence  of  mucus  cells,  an 
absence  noted  also  in  parenchymatous  xerosis.  AVhatever 
conjunctiva)  he  had  examined  showing  diffuse  scarring 
had  shown  absence  of  mucus  cells  over  the  scar  areas, 
and  that  had  much  to  do  with  the  absence  of  fluid  on  the 
surface. 

Mr.  Mayou,  in  reply,  said  his  cases  were  not  of  the 
severe  type.  He  had  not  examined  cases  such  as  those 
described  by  Major  Herbert. 


2.   Sarcoma  at  limhiis. 
By  Walter  H.  Jessop. 


Emii.y  J.  (i — ,  a3t.  36  years,  married,  was  admitted  into 
St.  Bartholomew's  Hospital  on  November  4th,  1903.  The 
liistory  given  was  that  then;  has  been  a  small  raised 
painless  swelling  on  the  temporal  side  of  right  eye  for  one 
year,  whicli  lias  gradually  increased  in  size  ;  flfteen  years 
ago  she  received  a  sevei-e  blow  on  i\\v  right  eye,  and  this 
eye  was  bloodshot  on  \\\v  tem])oral  side  for  several  yeai-s. 
Slio  is  a  h(.'althy,  rather  paUsh^oking  woman,  with  no 
signs  of  disease  in  any  other  ])art  of  the  Ixxly  and 
Ti()  glandular  cnlargcnicnt. 


SARCOMA     AT    M.MIUS.  I  / 

R.  E.  :  At  liiiihiis  on  temporal  side  is  ii  iVMldisli-brown^ 
vascular,  slightiy  pigmented,  swelling  ;  the  measurements 
are — vertically  5  mm.,  horizontally  'l'^)  mm.,  and  in  height 
r.")  mm.  The  swelling  overlaps  the  cornea  sliglitly,  hut 
the  cornea  is  not  infiltrated  or  chano'ed  in  its  ncioli- 
bourhood  ;  from  the  lower  and  outer  part  of  the  con- 
junctiva are  two  or  three  enlarged  conjunctival  vessels, 
which  spread  in  numerous  branches  over  the  swelling. 

The  other  structures  of  the  eye  are  normal  and  also 
the  external  appearances  :    V   =  pg-. 

Left  eye  natural  as  to  media  and  tunics  :    V  =   .^\y 

On  November  10th,  under  chloroform,  the  tumour  was 
dissected  off  with  a  Beer's  knife ;  there  was  a  good  deal 
of  haemorrhage,  which  stopped  on  the  application  of 
adrenalin,  and  as  the  base  looked  healthy  it  was  not 
cauterised. 

The  growth  was  adherent  to  the  sclerotic,  conjunc- 
tiva and  cornea. 

The  tumour  was  examined  by  Mr.  Brewerton,  who 
reports  as  follows  : 

The  tumour  is  covered  with  flattened  epithelium  and 
consists  mainly  of  large  oval  and  somewhat  spindle-sha])t'd 
cells  with  large  nuclei,  resting  in  a  homogeneous  matrix. 
The  cells  in  places  show  a  somewhat  alveolar  arrange- 
ment. In  the  portion  of  the  growth  examined  then' 
were  no  blood-vessels  or  blood-spaces  ;  there  are,  how- 
ever, traces  of  extra-cellular  pigment,  which  may  be  the 
remains  of  extravasated  blood.  The  tumour  is  undoubtedly 
a  sarcoma. 

November  17th. — There  is  a  distinct  recurrent 
growth   in   .situ. 

{Card  specimen,  November  19/ A,  1903.) 

Mr.  Devereux  Marshall  thought  the  condition  too 
serious  to  leave  alone.  If  not  dealt  with,  it  wouhl  con- 
tinue growing  until  it  not  only  destroyed  the  eye,  but 
miffht  endanofer  life.  He  would  be  inclined  to  sacrifice 
the  eye  without  delay. 

VOL.  XXIV.  2 
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The  President  said  he  had  not  seen  Mr.  Jessop's  case, 
and  asked  whether  tlie  original  growth  was  movable. 
[Mr.  Jessop  replied  that  it  was  adherent  to  the  limbus, 
was  ])hnn-coloured,  and  a  little  pigmented.]  The  Presi- 
dent said  his  experience  was  that  the  sooner  such  eyes 
were  enucleated  the  better.  One  of  the  most  malignant 
cases  he  ever  saw  was  that  of  a  small  sarcoma  at  the 
margin  of  the  cornea,  not  larger  than  an  ordinary  pin 
head,  and  of  more  than  twenty  years'  standing.  Within 
six  months  it  incurred.  He  then  removed  the  whole 
contents  of  the  orbit,  and  in  about  a  year  it  recurred 
again  in  the  superior  maxilla,  and  the  patient  died 
about  two  years  after  the  removal  of  the  tiny  growth 
which  one  surgeon  thought  was  not  worth  troubling 
about.  He  often  wondered  whether  the  patient  would 
have  lived  longer  if  the  growth  had  not  been  touched. 
The  progress  was  very  rapid  in  spite  of  the  clearing  out 
of  the  oi'bit  and  the  subsequent  use  of  chloride  of  zinc 
paste. 

Mr.  Nettlesuu'  thought  that  as  the  tumour  in  this 
important  case  had  been  removed  only  about  ten  days 
ago,  and  the  conjunctiva  had  not,  he  understood,  been 
stitched  over  the  resulting  raw  surface,  the  minute 
vascular  prominence  that  had  since  appeared  might,  in 
spite  of  its  being  slightly  pigmented,  be  only  granulation 
tissue.  He  suggested  burning  this  spot  freely  with  the 
galvanic  cauteiy  and  waiting,  say,  a  fortnight.  If  at 
the  end  of  that  time  the  wound  had  again  assumed  an 
equivocal  appearance,  he?  would  certainly  advise  removal 
of  tlie  eye. 

Ml-.  Adams  Fkost  asked  whethei-  the  I'ecurrence  had 
Ix'cn  (fxamined  micros('0]iically. 

Mr.  I'akson's  said  he  thouglit  the  growtli  j)r()l)a,bly 
stalled  in  a  mole,  and  it  so,  it  was  congenital.  it  had 
not  the  cliai-acteristic  iiji])(sir}mces  ot  a  niolc  wliicli  had  nof 
started  j/rowniLr,  ;iii(l  l  lin-clorc  it  was  not  absolutely 
typical,  ami  one  could  not  he  (piitc  certain  about,  it.  Hut, 
tliere  were  points  ahont    tlic    way    in    wliicli    it    invaginated 
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the  epitlieliuni  wliicli  iiuide  one  tliiiik  it  did  start  in  ;i 
mole  ;  and  it  would  be  toinid  fVom  siatistics  that  tliost; 
which  started  in  that  wav  wcic  not  always  so  !nali<rJiJint 
as  a  typical  melanotic  growth  which  started  in  ])igmenteil 
cells  from  the  subepithelial  tissue.  He  thought  the  very 
rapid  growths  were  of  the  latter  typi\  That  fact  might 
have  some  effect  on  tlui  treatment. 


8.   Pcmphiyus  of  the  conjunctiva   of  Jxjth   (■yes. 
By  Mr.   William   Andekson. 

RosK  K — ,  let.  29,  married,  was  admitted  to  Moor- 
fields  on  November  r)th,  1903,  with  shrinking  of  the  con- 
junctiva of  both  eyes. 

Family  history. — Parents  alive,  fatlier  iet.  64,  mother 
58,  both  enjoy  'good  health  ;  no  history  of  skin  lesion. 
Patient  lias  four  sisters  and  five  brothers  alive.  Five 
brothers  died  in"  childhood  aged  "  ii  few  months,"  cause 
of  death  not  known.  The  younge>t  brother  has  a  "  dis- 
eased bone  in  the  liand,^'  a  condition  chronic  for  the  last 
six  years.      The  others  are  healthy. 

FersoiKil  history. — Patient  is  the  seventh  child.  Nine 
years  ago  a  small  tnmoui-  was  i-cnnoved  from  left  breast. 
There  is  a  liistory  of  a  blow  on  left  breast  three  years 
])revi()usly  ;  otlierwise  she  has  enjoyed  good  health.  She 
was  married  three  and  a  half  years  ago  but  has  no  children ; 
has  had  no  miscarriages.  TheiH^  is  no  liistory  of  the  skin 
being  readily  injured  in  early  life,  nor  of  })revious  skin 
lesion.  Her  sight  has  :il\vays  been  good  till  this  illness, 
and  slie  has  never  had  any  eye  complaint  before. 

liistory  (f  i>r('s()tt  il hi iss. -  Xhowt  the  middle  of  August 
of  this  year  she  had  ;i  suddcMi  attack  of  illness,  fii-st 
observiii""  tliat   her  eves   were   uettinu:    elim.       Ilrr    throat 
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felt  very  dry,  ;nul  tliere  wiis  a  nasty  taste  in  the  mouth. 
The  next  morning  she  was  in  a  high  fever  and  vomited. 
She  was  very  ill,  delirious,  and  has  very  indistinct  recol- 
lection of  what  happened  during  the  next  few  weeks. 
Her  husband  observed  that  she  first  came  out  in  rose-pink 
ypots  mostly  on  the  arms  and  legs.  In  a  few  days  the 
spots  became  like  small  blisters,  which  accumulated  and 
ran  into  one  another.  After  this  the  skin  became  very 
blotchy,  remaining  so  for  some  time,  when  the  skin  of  the 
arms,  hands,  and  feet  began  to  peel,  and  the  nails  of  the 
fingers  and  toes  came  off.  Her  eyes  became  closed,  and 
after  the  second  or  third  day  of  the  illness  she  could  see 
but  very  little.  At  first  there  was  a  lump  on  the  left 
upper  lid ;  this  lump  disappeared.  Then  a  lump  came  on 
the  right  upper  lid  ;  this  one  has  not  gone  away.  Her 
throat  was  very  much  ulcerated. 

Dr.  Wilmot,  who  attended  her,  says  he  first  saw  her  on 
August  20th.  Temperature  102° — 103°,  there  was  a  rash 
like  very  severe  measles  over  the  whole  body,  there  were 
no  vesicles  anywhere,  but  the  whole  skin  was  much 
swollen.  After  a  time  there  was  complete  desquama- 
tion, with  shedding"  of  the  nails  of  the  hands  and  feet. 
She  had  a  severe  superficial  ulcerative  stomatitis,  which 
was  a  long  time  in  getting  better.  There  was  inflamma- 
tion of  both  conjunctiva),  which  in  a  few  days  was  so 
severe  that  she  could  not  open  her  eyes.  In  a  week  she 
was  able  to  open  the  lids  a  little,  when  adhesions  were 
seen  to  have  formed  ;  these  were  broken  down  twice.  In 
the  left  upper  lid  above  the  outer  canthus  there  was  a 
lump,  which  disappeared  ;  there  is  now  a  corresponding 
one  in  the  right  eye. 

Frcsent  condition. — The  skin  of  the  arms,  chest,  back, 
and  legs  is  covered  with  patches  of  dark  brown  pigmenta- 
tion. There  is  no  factitious  urticaria,  no  infiltration  of  skin  ; 
there  arc  no  dcep-scjitcd  cpidcrniic  cysts  ;  no  glands  wvv 
enlarged.  'i'lic  mucous  menihi-anc  of  tlic  nioutli  is  scarred, 
and  there  is  slight  injection  of  the  posterior  lauccs.  Slu; 
has  coniplain('(l  of  her  fln-oal   being  dry. 
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Hi(jlit  r.yi'. —  Rotli  lids  nrc  thickciKul,  tliu  V(MT1.s  f)f  tln^ 
upper  are  tull.  The  c(jnjiinctiva  of  the  hjwer  fornix  is 
shortened,  so  that  the  lower  cul-dr-sac  is  nearly  obliterated, 
the  lovviM-  lid  being  closely  adherent  to  the  •»;lobe.  The 
portion  of  palpebral  conjunctiva  which  remains  visible  on 
eversion  of  the  lower  lid  is  red,  and  towards  the  inner 
canthus  is  a  small,  dry  cutaneous-looking-  patch.  The  u})})er 
cul-de-sac  is  deep  ;  the  conjunctiva  of  the  upper  lid  is  much 
congested.  The  upper  lid  is  not  easily  everted,  adhesions 
passing  from  inner  and  outer  canthi  to  the  globe.  Then; 
is  muco-purulent  discharge.  Above  the  right  outer  can- 
thus  is  a  large  swelling,  movable  and  of  elastic  consistency. 
It  is  probably  a  cystic  condition  due  to  retention  of  tears ; 
it  is  increasing  in  size.  The  bluish  cyst-like  wall  can  be 
seen  at  the  outer  canthus.  The  lashes  do  not  rub  on  the 
cornea,  which  is  clear.    The  puncta  are  patent.    R.V.  =  j^^. 

Left  eye  is  in  a  similar  condition,  but  differing  in  the 
following  respects.  (1)  In  the  lower  cjd-de-sac  is  a 
row  of  deeply  seated  bluish  vesicles  about  the  size  of  a 
small  pea  ;  (2)  there  is  no  swelling  in  the  region  of  the 
lacrimal  gland  ;  (3)  the  upper  lid  can  be  more  readily 
everted.      L.  V.  =  ■^^. 

The  movements  of  both  eyes  are  somewhat  linnted, 
especially  the  upward  movement.  No  vesicles  have  been 
seen  on  the  skin  or  mucous  membrane  since  the  case  came 
under  observation.  The  tears  are  profuse  when  the 
patient  is  low-spirited. 

Remarks. — The  case  is  one  in  which  the  conjunctival 
condition  was  concomitant  with  the  skin  lesion,  which 
appears  to  be  an  unusual  case  of  pemphigus  foliaceus  or 
of  epidermolysis  bullosa,  but  there  is  no  congenital  history 
of  a  skin  lesion. 

In  very  few  of  the  cases  on  record  is  mention  made  of 
such  retention  cysts,  and  of  these  deep-seated  vesicles. 
In  vol.  xiii.  Trans.  Oph.  Soc,  page  32,  Mr.  Adams  Frost 
speaks  of  a  case  with  retention  cyst. 

Literature. — Franke,  Der  Pemjphigns  und  die  Essentielle 
Schrumffung  der  Blndehaut  des  Aiiges,  Wiesbaden,   1900. 
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Pergens. — Pemphigus    des    Aiir/es,    Berlin,     1901.        Both 
these  monographs  contain  full  bibliography. 

I   thank   Mr.   Waren    Taj-    and    Mr.    Treacher    Collins 
for  their  permission  to  show  this  case. 

(December   10th,   1903.) 


Tn  connection  with  the  discussion  on  Mr.  William 
Anderson^s  case  of  Pemphigus  of  the  Conjunctiva  shown 
on  December  10th,  1903,  the  following  case  was 
communicated. 

4.   Case  of  jwmphigus  affecting  the  shin  and  the  conjunctiva 
and  some  other  niitcoits  mernhranes. 

By  E.  Nettkkshii\ 

A  boY  aet.  8  years  (vol.  xiii,  p.  238)  was  sent  by  Dr.  (now 
Sir  Thomas)  Barlow,  at  the  end  of  November,  1886,  on 
account  of  the  state  of  his  eyelids,  which  had  been 
severely  affected  during  an  attack  of  pemphigus  from 
which  he  had  recently  suffered.  No  actives  symptoms 
were  now  prehent,  the  disease,  both  on  the  conjunctiva  and 
elsewhere,  having  entirely  subsided  several  weeks  before. 

I  found  tlic  innei'  surface  of  all  four  eyelids  severely 
scarred.  The  principal  scar  occupied  the  centre  of  each 
lid,  and  formed  a  dense,  broad,  tongue-shaped  patch  that 
extended  from  the  free  border  to  the  sulcus,  and  in 
width  was  equal  to  a  fourth  or  a  third  of  the  intercanthal 
distance?  ;  it  had  produced  some  dis]ilacement  of  the 
corresponding  eyelashes,  but  ii(»t  so  as  to  cause  in- 
convenience. Tlic  symnictiy  ol"  this  cons])icuous  cicatrix 
oil  the  foiii-  (ycjids  was  exact.  The  icst  of  the  pal})ebi*iil 
(•oiiiinictiv;i,    though     thin     ;iim1     Mi|i|ih',     was    sii|icrjici;illy 
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scai'ri'd.  'V]\v  ociihir  con jmictiva  seemed  not  to  liavc? 
suffered.  The  upper  lids  liad  tlie  slio;lit  droop  so  comnion 
in  severe  trachoma,  and  felt  thickened  to  the  touch  over 
the  central  part.      The  cornetL'  were  (piitci  normal. 

The  history  was  that  early  in  June,  1886  (/.  r.  six  months 
before  I  saw  him)  an  eruption  of  bullae  appeared  on  the 
skin.  The  back  of  the  hand  was  the  part  fii-st  attacked, 
but  the  eruption  soon  became  general  and  severe  over  the 
skin,  and  appeared  also  on  the  mucous  membrane  of  the 
mouth,  fauces,  and  rectum,  and  of  the  eyes.  A  few  weeks 
after  its  commencement  the  eruption  became  pur])uric, 
and  ha)morrhage  took  place  from  the  mouth  and  fauces  ; 
the  motions  were  bloody  and  their  passage  painful.  The 
urine  never  contained  blood,  and  the  notes  make  no 
reference  to  any  other  mucous  membranes  except  those 
just  named.  The  formation  of  bullae  finally  ceased  about 
the  beginning  of  October,  say  four  months  after  the 
disease  began.  No  scars  were  formed  either  on  the  skin  or 
in  the  mouth.  During  the  active  period  the  bulla)  are  said 
to  have  come  out  in  crops  with  a  tendency  to  pei'iodicity. 
Both  on  the  skin  and  in  the  mouth  the  individual  blebs 
formed  almost  suddenly — "  AVe  could  see  them  come  up 
in  a  minute  or  two  "  ;  those  in  the  mouth  generally  came 
during  dinner,  and  "  he  once  nearly  choked  from  a  large 
one  that  formed  in  the  throat." 

Accounts  differed  as  to  when  the  eyes  were  first 
affected.  According  to  one  statement  they  became  bad 
and  began  to  discharge  on  the  very  day  when  the  eruption 
showed  itself  on  the  hands  ;  but  the  boy's  father  told  me 
afterwards  that  according  to  his  recollection  the  eyes  were 
not  attacked  till  three  or  four  weeks  after  the  skin.  Thi' 
patient's  health  was  considered  to  have  been  quite  good, 
except  that  his  appetite  had  been  capricious  for  some  time 
before  the  pemphigus  began.  He  lived  in  one  of  the 
Channel  Islands.  No  specific  treatment  was  ado])ted  until 
near  the  end,  when  Dr.  Harlow  saw  him  and  oi-dered 
arsenic.  His  father,  a  medical  man,  to  whom  I  am  in- 
debted for  some  of  the  foregoing  notes,  wrote  to  me  four 
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years    later    (1890)    to    the    effect    that    no    relapse    had 
occurred,  and  that  the  eyes  remained  satisfactory. 

(December  10///,  1903.)  • 


5.      Lymphoma    of    the    conjunctiva. 
By   L.    Wernek,    M.B.    (Dublin). 

The  patient  is  an  unmarried  woman,  set.  25  years.  She 
looks  robust  and  has  always  enjoyed  good  health.  Twelve 
months  before  her  admission  to  hospital  she  noticed 
"  fleshy  lumps  in  the  corners  of  the  right  eye,^^  which 
projected  down  from  above.  She  has  never  had  any  pain, 
discharge,  or  photophobia.  The  fleshy  growths  increased 
slowly  until  they  produced  the  appearances  to  be 
described. 

The  upper  lid  droops  very  slightly,  is  a  little  thickened 
near  the  ciliary  margin,  but  the  skin  is  normal  in  colour, 
and  no  tumours  can  be  felt  under  it.  The  eye  is  quite 
free  from  irritation  or  discharge ;  in  fact,  there  are  no 
signs  of  inflammation  whatsoever.  A  smooth,  rounded 
fold  of  enormously  thickened  conjunctiva  projects  from 
beneath  the  upper  lid  and  covers  portions  of  the  corneal 
margin.  It  is  pale  greyish-pink  in  colour,  and  has  a 
semi-transparent,  gelatinous  look.  There  are  a  few  vessels 
on  its  surface.  On  everting  the  lower  lid  a  similar  but 
smaller  fold  is  seen  springing  from  the  fornix,  and  on 
separating  the  lids,  as  in  Fig.  1,  tlie  cornea  appears 
completely  surrounded  by  a  gelatinous  cusliion,  which  is 
continuous  at  the  outer  side,  but  is  interrupted  at  the 
inner  canthus.  The  cushion-like  mass  can  be  raised  off 
the  noriji:il  Inilbar  conjunctiva  for  a  considerable  distance, 
especially  below,  showing  that  it  is  princi])al]y  formed  by 
the  greatly  enlarged    retrotarsal  folds.      On  everting  tlui 
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upper  lid,  a  procedure  whicli  pjiiiis  lior  soinowhat,  the 
tarsal  conjunctiva  is  also  found  to  be  in  a  gelatinous 
condition,  and  appears  to  be  about  a  (quarter  of  an  inch 
in  thickness.  The  surface  is  smooth,  thou^Ii  somewhat 
uneven,  but  not  granular.  In  the  ])hotograph,  Kig.  2,  if 
appears  to  be  more  irregular  than  it  originally  was,  owing 
to  the  fact  that  it  burst  in  two  places,  when  the  lid 
was  everted  on  this  occasion,  and  exposed  bleeding 
surfaces,  wliich   appear   as   two    dark  s])ots  in   the  photo- 

Fia.  1. 


Showing  circumcorneal  roll  of  thickened  conjunctiva. 

graph.  The  retrotarsal  fold  is  separated  from  tlie 
palpebral  conjunctiva  by  a  horizontal  depression.  The 
new  growth  is  evidently  friable — at  least,  the  })ortion 
covering  the  tarsus ;  it  is  solid  but  not  hard.  Near  the 
centre  of  the  lid,  close  to  the  ciliary  border,  there  is  a 
small  strip  of  conjunctiva  which  still  retains  a  normal 
appearance.  The  cornea,  iris,  and  fundus  are  normal. 
There  is  no  trace  of  disease  in  the  left  eye. 

1  excised  portions  of  the  circumcorneal  pad,  removed 
a  piece  also  from  the  edge  of  the  tarsus  near  the  u])])er 
fornix,  and  scraped  the  surface  of  the  tarsus,  which  bled 
freely  from   the   raw   surface   thus   exposed.      There  was 
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little  or  no  bleeding  otherwise,  as  the  pieces  excised  were 
quite  white  and  lardaceous.  Xeroform  was  insufflated. 
Little  or  no  reaction  followed,  and  the  recovery  was  rapid. 
In  a  fortnight  the  tarsal  conjunctiva  had  become  smooth 
and  red,  though  there  were  still  one  or  two  red  granula- 
tions present.  The  remains  of  the  retrotarsal  folds  had 
greatly  diminished.  At  the  inner  and  outer  canthi  a 
few  small  adhesions    were  visible.      Three  months  later  I 

Fig.   2. 


Uppfi-  lid  cvertt'd.  A  lK>iiz()ntal  depression  marks  the  separa- 
tion between  the  retrotarsal  fold  below,  and  the  palpebral 
conjunctiva  above.  The  two  dark  spots  in  the  latter  indi- 
cate ruptures,  which  took  place  during  the  act  of  everting 
the  lid. 

saw    the    patient    again,   and,  with    the   exception    of   the 
adhesions,  her  eye  was  quite  normal. 

The  tissue  removed  was  fixed  in  10  per  cent,  formol, 
and  sections  were  kindly  pre])ared  for  me  by  Dr.  E.  J. 
McWeeny,  who  informed  nie  that  the  iodine  and  methyl 
violet  tests  faikul  to  icvcjil  any  trac(!  of  amyloid  degenei-a- 
tioii.  'I'll*'  tiii(i(tj)}iotograph  which  1  liiivc  made  re])resents 
a  Kuctioii  lliroMgli  the  ii)t|)('r  I'etrotarsal  fold.  Il  will  bo 
Keen  to  consist  of  three  layers — (1),  the  epithelium,  normal 
in  tin's  pictm-e,  is  greatly  thickened  in  other  places  where 
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it  forms  a  covcriiio-  for  large  papilla-like  ])roj('f'tioiis,  of 
vvlncli  a  few  arc  present;  (2),  a  layer  oi  siihepillielial 
coiijimetival  tissue,  composed  mostly  r)f  parallel  fihrcs, 
with  a  variable  increase  of  oelluhir  elements;  {'■]),  a  deep 
layer,  foi'ming  the  largest  portion  of  the  section,  and 
consisting  of  small  closely-packed  lymphoid  cells,  with 
relatively  large  nuclei  and  little  or  no  visible  protoplasm. 
No  intercellular  substance    is    visible    except  at  the  edges 

Fi.i.  ;?. 


Section  of  lynipli(jiua.     1.  Ei>itlu'liiiin.     2.  Sult-cjntheliiil  con- 
junctival tissue,     '.i.  'riiiik  layer  of  lymphoid  cells. 


of  the  sections,  which  exhibit  a  well-detined  reticular 
structure.  This  layer  is  almost  non-vascular,  the  vessels 
being  represented  by  a  few  capillaries,  which  a]ipeared 
at  wide  intervals.  Their  walls  are  not  in  any  way 
thickened,  and  there  is  no  c\  ideiice  of  a  hyalin  or  other 
structureless  deposit.  No  giant  ci'lls.  Here  and  there 
the  lymphoid  cells  come  into  contact  with  the  epithelium 
so  that  there  is  no  second  layer  intervening.  The  micro- 
jihotograph  is  quite  similar  in  a])peai'ance  to  the  illustra- 
tions   in    the    cases    of     \  abide    anil    Morax,    ami    Swan 
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Burnett  (Norris  and  Oliver).  I  may  add  that  the 
presence  of  a  reticulum,  the  absence  of  vascularity,  and 
the  clinical  symptoms  all  point  to  a  n on-inflammatory 
affection. 

I  regret  that  the  blood  and  internal  organs  were  not 
examined,  but  I  may  say  that  the  patient  felt  perfectly 
well,  and  had  no  enlarged  glands.  She  has  three  sisters 
and  a  brother ;  her  father  is  also  alive,  and  they  all  enjoy 
good  health.  Her  mother  died  from  '^tumour"  of  the  liver. 
I  have  never  seen  a  case  of  amyloid  disease  of  the  con- 
junctiva, but  the  clinical  appearances  in  this  case  led  me 
to  diagnose  it  as  such.  The  microscopic  exa^nination, 
however,  shows  that  it  is  undoubtedly  a  pure  lymphoma. 

The  recorded  cases  of  lymphoma  of  the  orbit  and  lids 
are  comparatively  numerous,  whereas  primary  lymphoma 
of  the  conjunctiva  is  very  much  rarer.  The  large  text- 
books, with  the  exception  of  Norris  and  Oliver  (vol.  iii, 
p.  228),  give  little  or  no  information  on  the  subject,  and 
the  description  in  the  recent  works  on  pathology  by 
Greef,  Ginsberg  and  Parsons  are  very  brief.  On  making 
a  careful  search  through  the  literature  I  found  that  several 
varieties  of  the  disease  have  been  included  in  the  one 
term  "  lymphoma.^'      'They  may  be  grouped  as  follows : 

1.  Secondary  involvement  of  the  conjunctiva,  especially 
of  the  upper  retrotarsal  fold,  occasionally  takes  place,  in 
cases  of  leukaemia  or  pseudo-leukaemia  associated  with 
lymphomatous  tumours  of  the  orbit  or  lids.  It  is  even 
possible  that  a  conjunctival  affection  might  be  the  first 
symptom  of  these  diseases  (Berl),"^  (Dutoit).t 

'I'he  primary  disease,  however,  concerns  us  chiefly  at 
present,  and  comprises  the  undermentioned  varieties  : 

2.  P.seicdotrachoma.  Goldzieher,!  in  1893,  described 
as  lymplioma  cases  in  which  enormous  f()lli(;los  developed 
in  the  retrotarsal  folds  and  palpebral  conjunctiva.  '^I'he 
disease  was  accompanied  by  inflammatory   symptoms,  and 

•  Beitr<i(ic  z.  Augenheilk.,  Bd.  iv,  j).  4i>9. 
+  Arrh.f.  Auyenkeilk.,  Bd.  xlviii,  ]).  ITA]. 
I   Centnilh/./.  AmjenhcUk.,  ISUM.  ]>.  112. 
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resoiiiblcd  grainihir  oplithalniia,  except  for  tlic  sizi'  of  the 
<^raiuilatioiis,  and  the  fact  tliat  coiM])letc  recovery  ensued. 
There  were  enlarged  cervica]  glands,  ])ut  no  scars.  No 
evidence  of  tuberculosis.  No  tubercle  ))aci1Ii.  Inoculation 
experiments  were.'  not  made,  and  the  proof,  lie  says,  was 
not  complete,  but  the  mici-oscopic  structuic  was  that  of 
lymphoma.  (ireef^  records  a  similar  case  as  ])seudo- 
trachoma,  although  he  employs  the  picture  of  the  same 
patient  to  illustrate  trachoma  in  his  work  on  the  })athology 
of  the  eye. 

3,  Tumours. — Small  lymphomatous  tumoui's  occui-  on 
the  bulbar  conjunctiva  chiefly  affecting  the  plica  uv  its 
neighbourhood  (Vollare),t  Koerber,  J  Fruguiele.  §  In 
Lobanoff\s  ||  case  there  were  two,  one  in  the  u]i})er 
retrotarsal  fold,  and  one  neai-  the  outer  canthus. 
Gorecki  ^f  has  described  a  pterygium  with  lym})hoid 
structure.  Some  of  these  cases  are  probably  closely  related 
to  the  lympho-sarcomata.  They  Avere  red,  fleshy  growths, 
and  differed  in  appearance  from  the  other  classes. 

4.  Diffuse  lyini)h()id  infiltration  of  tJw  conjnnctii'a. — A 
case  of  this  kind  has  been  recorded  by  Valude  and 
Morax"^"^  under  the  title  ^^Infiltration  Lymphoide  Bilaterale 
de  la  Conjonctive  des  Culs-de-sac."  The  conjunctiva 
formed  large  smooth  rolls,  yellowish-pink  in  colour,  and 
presenting  a  diaphanous  or  gelatinous  aj)pearance.  No 
enlarged  glands.  Bacteriological  examination  and  in- 
oculation experiments  gave  negative  results,  thus  excluding 
tubercle.  The  microscopic  sections,  which  revealed  a 
purely  lymphomatous  infiltration,  exactly  resembh^d  those 
nuide  in  my  case.  Valude tt  more  recently  described 
another  case  associated  with  enlaro-ed  oflands  and  increase 

*  Arch.f.  Augenheilk.,  Bd.  xxiv,  p.  (k). 
t  Annal  di  Ottahu.,  1S99,  xxviii,  p.  58. 

I  Zeitschrift  /.  Ah,i.,  1M.  ix.  p.  14S. 

§  Anual  di  Ottohii.,  Docenihor,  liH)2. 

II  Wjest  OphthaJm.,  1899,  Xos.  4  and  .">. 

IF  Soc.  Ophtalm.  de  Paris,  Docember,  I89:i. 
**  Ayinales  d'Oculist,  t.  cxxvii,  p.  liX). 
ft  Soc.  Ophtalm  de  Faris,  Jiuie,  1902. 
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of     white     blood-corpuscles,    which    perhaps    may    more 
properly  be  placed  in  group  1. 

5.  Raehhuann,"^  Kubli,t  and  others,  hold  the  view 
that  auiyloid  degeneration  of  the  conjunctiva  is  always 
preceded  by  a  proliferation  of  adenoid  tissue.  Raehlmann 
even  goes  so  far  as  to  say  that  it  is  not  necessary  to  the 
diagnosis  that  amyloid  degeneration  should  be  present. 

I  am  quite  satisfied  that  my  case,  and  possibly  that  of 
Valude  and  Morax,  represent  the  first  stage  of  amyloid 
disease,  as  described  by  Kubli  ;  in  three  out  of  four  cases 
seen  by  him  in  this  stage  only  one  eye  was  affected. 
The  clinical  appearances  agreed  with  those  in  my  case, 
and  the  new  growth  consisted  of  pure  adenoid  tissue.  In 
the  case  related  by  Valude  and  Morax  the  disease  was 
bilateral,  and  the  patient  much  older,  namely  56  years. 
{Card  specimen.      January  28//<,  1904.) 


6.   Notes  on  a  case  of  gonorrhoeal  conjunctivitis  in  an  adnlt 
treated  hy  per  oxide  of  hydrogen  drops. 

By  AhoMH  Hkoxner,  M.I).  (Senior  Surgeon  Bradford  P]ye 

and  Ear  Hospital). 

Mks.  S — ,  oet.  32  years,  saw  me  at  the  Bradford  Eye 
and  Kai-  Hospital  on  October  30th,  1903.  'i'wo  days  ago 
the  left  eye  becatJK!  red  and  painful  ;  the  next  day  th(*ri^ 
was  slight  f)uruleiit  discharge*,  and  the  lids  were  swollen. 
She  felt  ill  and  could  not  slee])  during  the  night.  When  1 
snw  her  she  looked  p;ih'  iiiid  poorly,  the  lids  ol"  the  left 
eye  wcic  much  swollen,  ;ind  there  was  a  thick  yellowish 
<li>cliarL''o.  The  tension  of  the  lids  was  so  <ifreat  that 
the    c<,r\\('ii   could   he    s<'en  only   with    Li'reat   dillieultN'.       She 

*    Arrhiv  /.  Amjenhiil I,..   IM.  x.   ]»,    IMi.       Also     in-ltir   ../'  (>i,lil hal n\ .,  x. 
p.  171,  and  xi,  p.  WiO. 

t    Arrhiv  fin-  Auiiinlnill:.,  I»>1.  x,  ]».    I'M).        Also    Arclnr  of  Ojihl  IkiI  m.,  xi, 
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was  taken  inside,  hot  fomentations  were  applied,  and  tlir 
eve  washed  out  witli  warm  Lotio  Ilydrarir.  Pei-clilor.  I  in 
."),()0()  every  liour,  and  -^  ])er  cent,  nitrate  of  silvfi-  drops 
a})plied  every  four  hours.  Many  gonococci  wei-(*  found  in 
the  discharge.  The  next  ihiy  thi're  was  less  swellinvr  <>f 
the  lids,  but  the  secretion  was  more  profuse.  On 
November  1st  3  per  cent,  (weight,  or  lo  per  cent, 
volume)  peroxide  of  hydrogen  drops  were  ordei-ed  every 
three  hours,  in  addition  to  the  lotion  and  nitrate  of  silver 
drops.  The  next  day  there  was  less  discharge  and  it 
was  not  so  thick.  On  Novembei-  oth  there  was  marked 
improvement,  not  much  discharge,  but  the  cornea  looked 
hazy.  As  I  thought  that  this  might  ])Ossibly  be  due  to 
the  peroxide  of  hydrogen  drops,  they  were  stop])ed.  1 
may  add  that  in  order  to  try  and  prevent  any  lesion  or 
irritation  of  the  cornea  by  the  drops,  the  lids  were  when 
possible  everted  and  the  drops  applied  to  tlieir  inner 
surface,  which  was  then  carefully  irrigated.  Atropin  was 
ordered,  and  5  per  cent,  protargol  drops  in  ])lace  of  the 
nitrate  of  silver.  On  November  7th  the  discliiiiLi-e  had 
again  increased,  and  there  was  extensive  central  ulceration 
of  the  cornea.  The  peroxide  drops  were  again  ordered. 
Next  day  there  was  less  discharge,  the  ulcer  had  not 
extended,  and  it  was  less  infiltrated.  On  November  lOth 
the  ulcer  was  smaller,  and  on  the  IGth  it  had  pi-actically 
healed,  and  there  was  very  little  secretion.  The  patient 
was  discharged  on  the  24th.  Thei-e  was  a  thin  maenhi  of 
the  cornea,  and  the  vision  was  2~4-  ^^>i  DeceinlxT  1st  it 
was   i^o. 

^riiis  was  evidently  a  vvv\  i)ad  case  of  ii'onon-ho'al 
conjunctivitis,  and  at  first  1  had  not  niucli  hope  of  saving 
the  eye.  The  use  of  the  pei-oxide  dro])s  eei-taiidy 
appeared  to  diminish  the  ))ui-uh'nt  siH-retion,  which 
increased  at  once  when  tin*  drops  wi»re  stopped  for  a 
day  or  two.  They  also,  1  l»elie\t%  materially  shortened 
the  duration  of  the  discharge  antl  intlaniination,  which, 
if  true,  is  a  matter  of  great  im})ortance.  1  do  nut  think 
that  they  were  the  cause  of  the  affection   of  the  cornea, 
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iilthoagli  they  may  have  been,  'i'hey  certainly  did — of 
this  I  am  quite  certain — arrest  the  extension  of  the  ulcer, 
and  caused  it  to  heal  in  an  unusually  short  time  and  with 
a  very  thin  macula.  In  my  experience  of  these  cases  in 
adults,  any  marked  ulceration  is  nearly  always  followed 
by  complete  destruction  of  the  cornea,  sometimes  even  by 
panophthalmitis.  I  have  never  yet,  under  similar  circum- 
stances, seen  such  an  extensive  ulcer  heal  in  so  short  a 
time  and  with  so  small  a  macula. 

I  am  now  using  the  peroxide  drops  in  numerous  cases 
of  ulceration  of  the  cornea,  and  hope  to  be  able  to  report 
to  the  Society  at  some  future  meeting. 

I  may  add  that  I  am  now  using  Merck's  30  per  cent, 
(weight)  solution,  diluted  to  3  per  cent.,  which  is  said  to 
keep  for  an  indefinite  time.  Some  of  the  ordinary  solu- 
tions are  not  at  all  stable,  and  you  cannot  be  certain 
of  their  strength.  Some  preparations  also  seem  to  cause 
more  pain  and  irritation  than  others,  probably  because  you 
cannot  always  be  quite  sure  how  strong  they  are,  and 
because  they  are  not  all  neutral,  as  they  should  be,  many 
being  acid. 

I  have  brought  this  case  before  you  in  the  hope  of 
hearing  the  experience  of  others  who  have  used  the 
peroxide  in  similar  cases,  and  also  in  order  to  ask  those 
who  have  not  used  it  to  try  it,  and  to  give  us  the  results 
of  their  experience  at  some  future  time.  We  all  know 
how  higlily  unsatisfactory  in  many  cases  the  ordinary 
treatment  of  gonorrhoeal  conjunctivitis  is,  and  how  in 
spite  of  the  most  careful  attention  we  often  cannot 
])revent  destruction  of  the  cornea.  I  should  also  like  to 
;isk  the  members  present  what  is  their  routine  treatment 
of  cases  of  gonorrhoea]  conjunctivitis,  if  they  still 
believe  in  tlie  efficaciousness  of  llydrarg.  l?erchlor.  lotion, 
and  of  the  time-honoured  nitrate  of  silver,  used  as  drops 
or  paint  if  necessary,  or  il  llicy  think  that  other  lotions, 
and  protargol  or  argyrol  a|)plications  give  equally  good 
results,  also  if  they  have  tjicd  adrenalin  cddoride  drops. 
In  niy  experience  these  ai-e  usck'ss. 
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In  conclusion,  it  is  perliiips  nei'dli'ss  to  say  that  I  do 
not  for  one  moment  suggest  that  in  the  treatment  oi' 
these  cases  peroxide  should  be  used  to  the  exclusion  of 
other  remedies.  The  frequent  use  of  some  aseptic  lotion 
and  strong  astringent,  such  as  nitrate  of  silver,  is  of 
course  indispensable.  {Fehriianj  11///,  1904.) 

The  President  said  he  had  had  no  experience  of  treat- 
ing conjunctivitis  with  peroxide  of  hydrogen,  but  he  had 
used  it  considerably  for  many  cases  of  ulceration  of  the 
cornea,  hypopyon,  and  similar  conditions,  and  found  it  of 
great  value.  During  the  last  few  months  a  case  came  to 
University  College  Hospital  with  such  an  extensive  ulcer- 
ation of  the  cornea  and  hypopyon  that  it  seemed  hopeless 
to  attempt  to  save  the  eye,  and  almost  as  a  placebo 
peroxide  of  hydrogen  was  used  every  day,  and  sometimes 
twice  a  day.  The  recovery  was  very  striking.  No  section 
of  the  cornea  was  made,  and  no  perforation  took  place, 
and  although  there  was  a  good  deal  of  scarring  of  the 
cornea  afterwards  fairly  good  sight  remained,  and  the 
patient  was  able  to  get  about.  AYhen  he  saw  the  case  he 
quite  expected  to  have  to  excise  the  eye  in  a  few  days. 
Peroxide  of  hydrogen  was  the  only  treatment,  except 
simple  washes  to  clear  away  the  discharge  from  time  to 
time.  There  was, a  good  anterior  chamber  left,  and  there 
was  far  less  scarring  than  one  would  have  expected  from 
so  much  ulceration  and  infiltration. 

Mr.  Hartridge  said  that  many  years  ago  he  remembered 
that  all  tlu^  children  with  purulent  conjunctivitis  at  Moor- 
fields  were  treated  with  peroxide  of  hydrogen,  but  it  was 
soon  dropped,  though  he  could  not  say  why.  Dr.  Bronner 
said  he  used  protargol  of  o  per  cent,  strength,  but  he,  Mr. 
Hartridge,  thought  anything  below  20  per  cent,  strength 
was  of  little  use  for  the  condition.  Of  course  it  was  not 
equal  in  strength  to  a  quarter  of  a  grain  of  nitrate  of  silver. 

Mr.  Holmes  Spicer  said  that  many  years  aiic  he  made 
a  collection  of  cases  of  ophthalmia  at  Moorfields  ;  the 
number   of    cases   collected  was    lo8,  a  small    number   of 
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which  had  been  treated  by  peroxide  of  hydrogen.  He 
remembered  the  conclusion  that  the  successes  were  not  as 
good  as  those  from  nitrate  of  silver.  Perhaps  it  was 
scarcely  fair  to  compare  the  cases  with  those  mentioned  by 
Dr.  Bronner,  because  the  peroxide  prepared  at  that  time 
was  probably  not  as  efficient  as  that  now  used. 

Dr.  Bronner,  in  reply,  said  he  was  struck  by  the  small- 
ness  of  the  scar,  considering  the  extent  of  the  ulceration. 
It  showed  that  the  ulceration  had  not  penetrated  very 
deeply.  It  was  his  practice  to  use  a  weak  solution  of 
protargol  at  the  beginning,  and  a  much  stronger  solution 
later  on,  if  necessary.  There  could  be  no  doubt  that  this 
case  was  of  gonorrhoeal  origin^  as  there  was  a  distinct 
history,  apart  from  the  gonococci  found.  He  did  not  wish 
to  suggest  that  peroxide  of  hydrogen  should  take  the 
place  of  nitrate  of  silver,  but  that  it  should  be  used  in 
conjunction  with  it.  The  peroxide  seemed  to  diminish 
the  duration  of  the  disease,  and  the  swelling  and  the 
secretion   did  not  last   so  long. 


7.    A  peculiar  outhrcak  of  granular  ophthalmia. 
By  Dr.  W.  C.  Rockliffe. 

On  March  4th,  1904,  I  was  requested  by  J)r.  Eve, 
the  House  Physician  of  the  Hull  Royal  Infirmary,  to  see 
the  Night  Superintendent  with  an  inflamed  I'ight  eye.  On 
inquiry,  I  found  for  two  days  jireviously  she  had  suffered 
considerable  irritation.  The  caruncle  was  very  red  and 
swollen,  slight  conjunctival  injection  at  the  inner  limbus, 
togetlun-  witli  some  sticky  discharge.  Looking  upon  it 
as  a  case  (jf  sim))le  Catarih,  Apci-ioiits,  Horsicic,  mid 
\^ist'lin(*  were  ordercul. 

Marcli  Otli  (two  days  Inter),  thei-o  wsis  :i  marked  ])iiik 
/one,  hoiJic  photophobia  and  bluisli  (edenui  of  ciliary 
margin.      Atropine  was   ordered   t.d.s. 


PKCUMAR    OUTBREAK    OF    (JHANULAK    Ol'IITII  A  I,  M  I  A.  'M") 

Mjircli  5tli,  51  Nui'se  C()inijiL'iiC(j(l  witli  .siniilai*  syniptoins; 
March  Otli,  a  second  Nurse  ;  March  8th,  a  third  Nurse, 
and  also  the  House  Physician,  and  second  House  Surufeon  ; 
March  10th,  a  foui-tli  Nurse  ;  March  24th,  a  medical 
student — making-  a  total  of  seven,  all  of  whcjm,  except 
one,  commenced  in  the  rig*ht  eye  and  all  having  been  in 
contact  with  and  dressing  n  child  suffering  from  di])h- 
theria,  who  had  undergone;  tracheotomy.  Lot.  Hyd. 
Perch  lor.  1  :  2000  in  addition  to  atropine  was  therefore 
ordered  in  the  first  case  on  the  fifth  day  {viz.,  when  the 
second  case  commenced)  and  this  treatment  was  adopted 
in  all  subsequent  cases. 

On  the  fourth  or  fifth  day,  in  each  case,  the  lower 
lid  became  granular  and  the  mitigated  stick  was  freely 
applied.  With  two  exceptions  both  eyes  became  affected, 
at  an  interval  of  a  few  days,  and  the  duration  of  the 
attack  was  fourteen  days.  In  all,  the  temperature  (which 
somewhat  varied)  was  subnormal  most  of  the  time. 

As  practically  each  case  ran  a  similar  course  the  des- 
cription of  the  first  will  suffice  for  all. 

Case  1. — Miss  B — ,  Night  Superintendent  Hull  Royal 
Infirmary. 

First  day.  Considerable  ''  itching  "  inner  canthus  of 
right  eye. 

Second.  Sensation   of   "  sand  in  the  eye.'' 

Thii'd.  Caruncle    very    red   and   swollen  ;    some   con- 

junctivitis  at   inner   limbus. 

Fifth.  Bluish    (x;dema    of    ciliary    mai-gin    of    lids ; 

some  jdiotophobia  and  pink  zone;  ordered 
Atropine  t.d. 

Sixth.  Slight   pain,  considerable  granular  thickenifnj, 

lower  lid  only  :  no  discharge  (as  the 
second  case  had  now  commenced  the 
mitigated  stick  was  freely  applied,  and  Lot. 
Hyd.  IVn-chlor.  and  Atro)).  prescribed). 

Seventh.  Pink  zone  gone  ;  general  conjunctivitis  ;  left 
eye  commencing. 
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Eighth.  Right  eye  clearing;  left  eye  more  congested ; 

lid   becoming   granular ;    both    lower    lids 

sticked ;   ice  compress  ordered. 
Ninth.  Right  eye  improving,  lid  almost  smooth  ;  left 

eye  pink  zone  ;  ordered  Atrop. 
Tenth.  Right    eye   well ;    left  eye    more    congested ; 

sticked  freely. 
Eleventh.       Left  eye  improving. 
Fourteenth.  Both  eyes  practically  convalescent. 

Five  of  the  seven  cases  practically  ran  the  same  course  ; 
of  the  remaining  two,  one  application  of  the  mitigated 
stick  and  the  frequent  use  of  perchloride  appeared  to 
have  cut  the  attack  short  and  only  one  eye  was  affected. 

Swabhings  from  the  inside  of  lower  lid  were  font- arded 
to  the  Clinical  Research  Committee,  who  reported  on  the 
first  case  {recorded  above)  :  ^'  The  organisms  present  in 
cultures  of  this  swabbing  are  the  Staphylococcns  pyogenes 
aureus  and  albns,  together  with  a  micrococcus  which  does 
not  stain  by  Gram's  method.  In  addition  the  Bacillus 
xerosis  is  found  in  large  numbers.  It  is  possible  that  the 
latter  organism  may  be  the  cause  of  the  condition,  but  it 
should  be  remembered  that  it  is  said  to  be  present 
occasionally  in  the  normal  conjunctiva." 

In  another  case  the  Report  was  the  same,  except  that 
neither  Klebs-Loeffler  bacillus  nor  the  Bacillus  xerosis 
were  present. 

In  the  culture  of  a  swabbing  from  the  tracheal  iround  cf 
the  diphthei'itic  cJiild,  who  had  had  tracheotomy  nnd  been 
attended  by  all  the  above  cases,  the  Report  stated 
Klebs-Ijoeffler  bacillus,  together  with  the  StapJn/lococcns 
pyogenes  citrens,  were  present,  and  that  the  specific 
nature  of  the  former  organisms  had  l)een  confirmed  by 
isolation  and  sub-cultivation  on  v;n-ious  media. 

From  the  above  it  seems  fairly  ck'ar  that  the  child  in 
question  liad  (as  diagnosed)  diphtheria,  but  that  the 
other  cases  submitted  to  examination  wcmc  dcvctid  of  such 
proofs. 
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Another  point  of  interest  in  these  cases  was  (jbtained 
from  the  history  of  the  fatlier  of  the  child,  wlio  was  a 
Roumanian  Jew,  and  had  lived  most  of  the  first  twenty 
years  of  his  life  in  Cairo,  where  he  suffered  from  iiiiuiy 
attacks  of  Egyptian  o))hthalmia,  with  the  result  that  b(jth 
his  upper  lids  were  covered  with  scar  tissue.  He  came 
to  England  ten  years  ago,  and  had  been  during  this  time 
entirely  free  from  inflammation.  Nevertheless  although 
his  diphtheritic  son  had  no  eye  symptom,  other  children 
at  the  time  had  some  slight  catarrhal  ophthalmia. 

I  have  ventured  to  call  these  cases  granular  ophthalmia 
in  contradistinction  to  any  special  form  of  ophthalmia  for 
the  following  reasons  : 

In  none  were  there  any  trachomatous  sago-like  bodies, 
with  the  exception  of  one,  and  that  was  doubtful.  Neither 
was  there  any  membrane.  At  no  time  was  there  any 
discharge  (except  after  using  the  mitigated  stick),  and 
(with  the  exception  of  the  ciliaiy  margin)  the  lids 
externally  were  normal,  and  in  all  cases  the  palpebral  con- 
junctiva of  the  upper  lids  was  perfectly  smootli  ;  the 
only,  and  chief  symptoms  after  the  preliminary  catarrhal 
condition  was  a  decided  thickening  with  coarse  granula- 
tions on  the  palpebral  conjunctiva  of  the  lower  lid. 

The  general  health  was  good,  with  the  exception  of 
a  marked  depression  of  spirits  accompanied  by  con- 
siderable lassitude  and  feeling  of  weakness,  which  confined 
the  patients  to  bed.  [Mnj/  ryfh,  lOOI.) 


8.    Tiihcrculous  (liseasr  of  conjuucfii'd. 

By  K.  J.  Smvtii. 

NoKMAN  T — ,  <et.  Ih  yeai-s,  was  brought  t<>  llu'  ()]»htlial- 
mic  Department  of  the  Ilos])ital  for  Sick  ChildrcMi,  Clreat 
Ormond  Street,  on  May  1  Ith,  lUOt,  suffering  from  ''in- 
flamed "  left  eye. 
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History. — The  eye  was  said  to  have  been  bad  on  and  off 
for  ten  or  eleven  months,  and  had  been  treated  by  a  doctor. 

Previous  history. — Child  had  always  been  delicate.  Had 
measles  six  months  ago.  Had  suffered  from  enlarged 
glands  in  the  neck,  and  was  an  in-patient  at  Great 
Orniond  Street  during  April  last,  when  glands  were 
removed   from  left  side  of  neck  and  from  under  the  jaw. 

Family  history. — Mother  died  recently  of  lung  disease 
(probably  phthisis)  and  abscesses.  Father  healthy.  No 
brothers  or  sisters. 

Present  condition  (July  6th). — There  is  a  marked  swell- 
ing of  the  left  lower  lid  and  some  muco-purulent  discharge 
from  the  conjunctival  sac.  The  outer  third  of  the  palpe- 
bral conjunctiva  of  the  lower  lid  shows  a  number  of 
irregular  prominent  granulations,  some  flattened  and  more 
or  less  circular  and  sessile,  others  more  pointed  and  tri- 
angular. The  growths  are  most  numerous  in  the  region 
of  the  fornix,  but  encroach  somewhat  on  the  tarsal  sur- 
face. There  is  also  a  larger  smooth,  red  prominence 
occupying  the  middle  third  of  the  fornix. 

During  the  last  week  or  so  a  small,  circular,  slightly 
raised  nodule  has  appeared  on  the  tarsal  surface  of  the 
upper  lid  near  the  outer  angle.  This  nodule  has  a  distinct 
double  contour,  and  has  given  rise  to  slight  swelling  of 
the  lid  externall}'.  There  is  no  definite  ulceration  in 
either  lid,  and  the  bulbar  conjunctiva  is  unaffected.  No 
marked  change  has  occurred  in  the  condition  of  the  lower 
lid  since  the  case  has  been  under  observation.  There  is 
marked  swelling  of  the  pre-auricular  gland  on  left  side. 
There  is  a  small  nebula  near  centre  of  left  cornea.  There 
are  two  linear  scars  on  left  side  of  neck  and  under  the 
jaw  respectively,  showing  site  of  operation  for  removal  of 
glands.  {Card  Specimen,      'ffilij  ^ih,  11)04.) 

Note. — Since  the  case  was  shown  it  lias  ])vv\\  treated 
by  excision  and  scra})ing.  A  microscopical  examination 
of  the  growtliK  ])y  Mr.  S.  Mayou  showed  typical 
tu})('rcular   tissue  with    ^nant   cells   and    l)a('illi. 


39 


ITI.   DISEASES  OF  TUK  COKNKA. 

1.     Xcrosi'^  of  the  rigid  cornea  following  trachonid. 
By  M.  S.  Mayou. 

W.  N — ,  set.  19  years.      Cork-sorter. 

Apart  h'oxu  liis  eye  trouble  he  has  never  had  any  serious 
illness. 

Since  10^  years  of  age  he  has  been  receiving  treatment 
for  trachoma  of  the  most  severe  type  in  both  eyes.  He 
has  attended  a  hospital  at  Liverpool,  and  has  been  in 
Hanwell  Ophthalmic  Schools,  Moorfields  and  Shadwell 
Hospitals,  and  has  also  been  treated  by  various  private 
doctors. 

During  the  last  two  years  he  has  been  attending  the 
Jjondon  Hospital  under  Mr.  Roxburgh.  When  he  first 
attended  the  latter  hospital  both  lids  and  fornices  were 
covered  by  enormous  granules,  the  left  being  more  affected 
than  the  right.  The  fornices  were  largely  obliterated, 
and  both  cornea  covered  with  pannus. 

During  the  first  year  both  lids  were  expressed  three 
times  and  copper  sulphate  was  applied  daily. 

One  year  ago  xerotic  patches  appeared  in  both  eyes, 
covering  the  whole  of  the  lower  half  of  the  right  cornea. 
The  xerotic  patch  in  the  right  I'ye  was  strictly  limit(Ml 
to  the  cornea,  and  the  edges  were  covered  with  thick 
Meibomian   secretion  which   could  be  scraped   ofP. 

Two  patches  appeared  on  either  side  of  the  left  cornea 
exactly  similar  to  those  found  in  cases  associated  with 
night  blindness.  He  has  been  treated  with  instillations  (»f 
castor  oil  daily,  and  both  his  vision  and  the  condition  of 
the  conjunctiva  have  improved. 

{Card  sprrimrn.      October  29th,  190:5.) 
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2.   A  case  of  ill-developed  cornese. 
By  Robert  W.  Doyne,  M.A. 

John  B — ,  a3t.  4  years,  first  came  under  my  observation 
at  tlie  RoyalEye  Hospital,  Southwark,  on  August  17th,1903. 

Personal  history. — The  cliild^s  mother  stated  that  he  had 
suffered  from  what  she  describes  as  attacks  of  temporary 
blindness,  lasting  from  five  to  fifteen  minutes,  three  or  four 
times  a  day  since  the  12th  inst.  They  come  on  at  meals 
or  while  the  child  is  playing.  The  patient  seems  to  lose 
consciousness,  to  turn  up  his  eyes,  to  stop  eating,  walking, 
talking,  or  whatever  he  happens  to  be  doing  at  the 
moment,  and  to  drop  anything  that  he  may  be  holding-  in 
his  hand  at  the  time.  His  face  becomes  pale.  Upon 
recovery  the  child  i-esumes  anything  that  he  chanced  to 
be  engaged  upon  at  the  moment  the  "  fit  '^  seized  him. 
These  attacks,  so  far  as  can  be  made  out,  appear  to  be  of 
non-convulsive  epilepsy — ?.e.,  of  petit  mal.  They  were 
preceded  by  no  illness  or  fright. 

When,  as  a  baby,  the  child  was  first  taken  out  of  doors 
neighbours  in(|uired  if  he  were  blind.  However,  he 
played  like  other  children,  and  until  lately  his  mother  had 
noticed  nothing  amiss  with  his  sight.  He  is  a  ^^  nervous" 
child,  and  suffers  from  severe  headaches  two  or  three 
tinics  a   week. 

When  the  patient  was  a  year  old  he  was  taken  to  the 
lOvelina  Hospital.  iMr.  Sydney  Stephenson,  ophthalmic 
surfj^eon  to  that  institution,  h;is  fui-nished  me  with  the 
t'ullowing  notes:  '^  John  ]^ — ,  a3t.  1  yeai',  was  seen  hv  me 
on  May  11th,  1900.  He  was  born  at  term  after  ;i  labour 
lasting  tw(;lve  hours.  It  was  stated  that  the  eyes  '  always 
looked  (hill  siiicc;  birth.'  lie  li;is  been  nui'sed  by  his 
niothci'.  11(!  has  suffered  linin  no  *  lits/  but  his  head 
began  to  get  big  eight  months  ago — that  is  to  say,  \\  hen 
h(!  was  4  montlis  old.  lie  cries  with  \va\\\  in  the*  liejid, 
:iii(l  is  suhject   to  vomiting.       He  is  ihought    to  he  iiilcctc*! 
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with  rickets;  liis  head  sweats  at  niglit.  Ih^  has  wasted 
a  little  during  the  last  two  months. 

^^  Present  condition. — Child  well  nourished,  weighing 
22  lbs.  (S  0'/.  Good-teni})ered,  and  lo(jks  intellig(;nt.  He 
.seems  to  see  and  hear  well.  >^ays  Sladdy '  and 
*  mammy/  and  crawls  backwards.  Head  Ijig,  scjuare, 
and  distinctly  of  the  rachitic  type.  Anterior  fontanelle 
open,  but  not  widely.  Slight  beading  of  the  ribs.  Ten 
teeth.  When  the  bal)y  is  stripped  he  extends  tlie  left 
foot  and  crooks  the  corresponding  great  toe.  There  are 
the  curious  pads  on  the  dorsum  of  the  feet  described  by 
Mr.  A.  H.  Tubby  as  present  in  some  cases  of  rickets.  No 
evidence  whatever  of  inherited  syphilis.  As  regards  the 
eyes,  the  scleral  arc  is  enlarged  above  and  below  so  as  to 
resemble  somewhat  an  arcus  senilis.  The  centi'e  of  each 
cornea  is  covered  with  a  thin,  circular,  hazy  disc.  No 
changes  were  found  in  the  fundi,  examined  with  some 
difficulty.  A  diagnosis  was  made  of  slight  rachitis,  with 
partial,  congenital  opacity  of  the  corneas.  The  baby 
made    one   attendance    only    at    the    Kvelina    Hospital." 

Family  liistory. — The  family  consists  of  three  living 
children,  of  whom  the  patient  is  the  eldest.  'J'he  eldest 
child  died  at  7  weeks  from  ^' screaming  convulsions.^'  One 
baby  was  stillborn  at  GJ  months.  A  sister,  now  aged 
2-r\  years,  is  beginning  "  to  cross  her  eyes."  1'he  youngest 
child,  a  baby  aged  5  weeks,  is  healthy.  The  father  is 
stated  to  scpiint.  ^PhoiH*  is  snid  to  be  no  e])ile]")sy  in  the 
family. 

Pre,sent  .state. — Slight,  variable  convergence  of  the  left 
eye.  Transverse  diameter  of  each  coi-nen  10  mm.  The 
{'ornetO  are  I'emarkably  tlat  and  exhibit  ;ibovi»  and  below 
a  faint  greyish  arcus  c\\t(Miding  into  the  cornea  toi-  2  mm. 
or  2'5  mm.  Examined  witli  the  Zeiss  corneal  microscope, 
the  opacity  is  seen  to  contain  innnerous  fine  vesscds  con- 
tiguous with  the  coniunctival  system  of  vessels.  Undiu-  a 
cycloplegic,  patient  found  to  have  71)  of  hyi)ermetro})ia  in 
the  right  and  9D  in  the  left,  with  JJ)  of  astignnitism ;  axis 
of  cylinder  horizontal.  {Novemhrr  ID///,  11)03.) 
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8.  Nodular  ojpacities  of  the  cornea  in  father  and  daughter, 
ivith  a  history  of  the  same  in  the  fathers  brother  and 
sister. 

Shown  by  W.  T.  Holmes  Spice k. 

Miss  Alma  B — ,  aet.  23,  came  to  see  me  as  she  was 
unable  to  pass  the  vision  test  of  the  School  Board  of 
London.  She  had  had  two  slight  attacks  of  redness  in 
the  left  eye  and  one  in  the  right  within  the  past  two 
years ;  the  sight  has  not  been  worse  since.  She  does  not 
think  her  sight  has  got  worse  as  long  as  she  can  re- 
member. She  has  no  pain,  and  has  not  been  conscious  of 
any  defect  in  her  eyes  except  shortsight. 
R.  f  cyl.  -  ID  f  1 
^•L.  -4-cyl.-0-5    tr 

There  are  a  number  of  grey  spots  covering  the  centre 
of  each  cornea,  leaving  a  peripheral  clear  area  as  broad  as 
the  dilated  iris  ;  the  epithelium  of  the  cornea  is  scarcely 
raised  over  them,  except  in  the  case  of  a  few  of  the  larger 
nodules,  but  the  area  in  which  the  nodules  lie  can  be  seen 
by  the  corneal  microscope  to  be  quite  in  the  anterior  part 
of  the  cornea.  Near  the  centre  of  the  cornea  are  two 
greenish  spots,  which  are  placed  deeper  in  the  substance 
of  the  cornea.  Towards  the  centre  of  the  affected  area 
the  opacities  run  together  and  form  irregular  thin,  granular- 
looking,  opaque  fihns  ;  towards  the  periphery  of  the 
affected  area  the  opacities  are  isolated,  and  appear  to  take 
the  form  of  small  crescentic  lines  or  circles,  having  an  area 
of  clear  cornea  within  the  circles.  Tlu^  fundus  of  each 
eye  is  normal.      There  is  no  thyroid  enlargement. 

Her  father,  a3t.  about  50,  a  sculptor,  has  had  trouble  with 
his  eyes  all  his  life;  in  the  morning  liis  sight  is  good,  and 
lie  (JIM  use  his  eyes  with  comfort,  but  after  prolonged  use 
they  become  red  find  irritable.  He  does  not  think  liis 
siglit  is  any  worse  tluin  it  was  ten  oi-  fifteen  years  ago, 
and  he  is  still  a])l('  to  do  his  work  ns  \v(»ll  as  ever.  When 
1  first  examined  him  it  was  inqiossible  t(j  get  any  view  of 
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the  eyes  on  accoinit  of  tlic  intolerance  of"  li^'"lit  ;  I  got  Ijini 
to  come  eai'ly  in  tlio  nioi-nin^f,  niid  found  iIk?  same  con- 
dition in  the  cornea  as  is  present  in  the  daughter's  eyes, 
but  the  nodules  appeared  to  be  arranged  in  the  form  of 
short  lines,  which  crossed  each  other,  forming  a  kind  (A' 
network.  The  surface  epithelium  was  distinctly  raised 
above  each  portion  of  the  deposit. 

The  father,  who  is  an  Italian,  had  a  brother  whose 
sight  was  good  for  reading,  but  who  never  had  been  able 
to  see  at  a  distance  with  any  glass  :  the  symptoms  present 
in  the  brother  were  just  the  same  as  tliose  experienced  by 
himself. 

Hfc  had  also  a  sister  whose   eyes  were  peculiiii*   in    the 

Fig.  4. 


same  way.  The  last  time  he  was  in  l^ome  he  wished  to 
give  her  an  opera-glass,  but  she  found  it  was  of  no  use  to  lier. 

Although  neither  of  these  patients  have  been  seen,  it  is 
probable  that  tlie  affection  of  the  eyes  was  the  same  in 
them,  as  their  symptoms  are  almost  identical.  Tlu*  con- 
dition is  not  an  inflammatory  one  ;  it  is  probably  a  slowly 
progressive  degeneration  due  to  the  deposit  of  patliological 
material  in  the  anterior  part  of  the  cornea. 

The  cases  that  have  been  examined  have  been  very  few. 
Chevallereau  found  crystals  of  urate  of  soda  in  his  case. 
Gncnow  found  hyaline  deposits.  Fuchs,  who  i-emoved  a 
pieci>  of  cornea  by  trephine,  found  changes  in  the 
lamella}  in  the  anterior  part  of  tlie  substantia  propria 
of  an  ocdematous  nature.  Howman's  membrane  was 
absent.      The  nodules  caused   a    rising   of   the    e]n'thelium, 


44  DISEASES    OF    THE    CORNEA. 

partly  counteracted  by  a  reduction  in  the  number  of 
layers ;  the  nodules  contained  broken-up  lamellas  and 
distorted  nuclei,  and  granular  amorphous  material,  which 
was  probably  coagulated  fluid.  Fuchs  has  seen  prepara- 
tions of  a  dog's  cornea  fed  on  thyroidin  which  showed  a 
somewhat  similar  condition. 

{Card  specimen.     December  10th,  1903). 

The  President  agreed  that  the  term  "  nodular "  was 
unfortunate  ;  but  he  had  seen  a  few  cases  of  real  nodular 
opacities  which  he  had  watched  for  some  years,  and  they 
had  not  changed.  He  did  not  know  the  nature  of  the 
nodules,  but  thought  "  reticular "  was  a  better  term  to 
apply  to  the  cases  shown  by  Mr.  Spicer. 

Mr.  GuNN  said  he  had  called  it  "  interstitial  punctate." 

Mr.  Parsons  said  there  were  two  classes  of  cases,  both 
of  which  he  thought  were  first  described  in  Germany;  the 
first  was  called  nodular  and  the  second  reticular.  Mr. 
Gunn  had  shown  a  case  which  exactly  corresponded  with 
the  reticular,  and  Mr.  Collins  one  which  agreed  with  the 
nodular.  What  ought  to  be  done  with  regard  to  termin- 
ology ?  It  was  either  necessary  to  translate  the  German 
into  the  corresponding  English  equivalents,  or  to  invent 
new  terms,  in  which  case  it  would  be  difiicult  to  identify 
what  was  being  described  with  the  condition  recognised 
in  Germany.  In  the  original  cases  described  no  doubt 
the  conditions  were  quite  distinct,  though  to  some  extent 
similar. 

'Vhv.  Pk'Ksidknt  asked  whether  Mr.  Parsons  thought  the 
reticular  cases  corresponded  witli  tliose  shown  by  Mr. 
Spicci-.       It  seemed  to  1)0  a  network,  not  a  nodular  opacity. 

Mr.  l*AKs()NS,  in  reply,  said  that  in  the  later  stages  of 
the  n(j(lul;M-  foi-ni  the  uiiiiute  nodules,  which  were  scattered 
over  almost  the  whole  sui-fjice  ol'  tli(^  coi-ne;!  except  llu^ 
])erij)h(3i'y  apix'iiicd  to  eojtlesce  into  a  soi't  ol  "  worm- 
eaten ''  condition,  which  was  very  obvious  in  Mr.  CollinsV 
case.  Hut  in  tin;  cases  known  as  i-eticuhir  tliei-e  was 
no  sucli   ruiniiiig  t(jgethei*  ;    they  reniuiiied  I'eticuhu-. 


SUPERFICIAL  CIRCL'MFEKKNTIAL  OPACITY   OF  THK   COKNKA.      [■') 

Mr.  Treacher  Com. ins  snid  lie  had  hrouglit  before  the 
Society,  and  had  depicted  in  its  Tran.sactio7is,  an  example 
of  each  of  the  two  kinds  of  corneal  opacity  referred  to, 
the  ''  reticular  ''  "^  and  the  "  nodular."  t  There  could  be 
no  doubt  about  the  applicability  of  the  term  "  reticular" 
in  his  case.  The  opacity  had  the  appearance  of  a  cobweb 
in  the  cornea.  It  was  different  from  that  in  Mr.  Spicer's 
case,  in  that  it  was  composed  of  sharply-defined  lines  and 
had  not  the  appearance  of  fine  granules  which  his  showed. 
Mr.  Collins  thoug-ht  his  so-called  "  nodular "  case  pre- 
sented a  more  advanced  stage  of  the  condition  in  Mr. 
Spicer's  case.  The  opacities  were  denser  and  whiter. 
There  was  nothing  raised  above  the  surface,  but  the 
opacities  seemed  to  run  into  clumps  or  nodules  in  the 
substance  of  the  cornea.  If  a  new  name  were  to  be  found 
for  the  condition,  would  be  well  it  should  have  a  patho- 
logical basis. 

Mr.  Johnson  Taylor  said  that  some  years  ago  he  was 
asked  by  a  "  horsey  and  doggy  "  gentleman  to  see  a  litter 
of  pups  resulting  from  a  prize  mother  and  father.  Each 
puppy  had  plaques  of  opacity  on  the  cornea,  somewhat 
similar  to  those  described  by  Mr.  Collins.  He  learned  that 
the  animals  had  been  fed  "  ver}^  high."  His  own  im- 
pression was  that  the  mother  of  the  pups  during  pregnai>cy 
had  insufficient  bone-forming  and  phosphatic  food,  and 
that  the  condition  was  the  result  of  inijiaired  nutrition. 


4.   Ati   unics-ital  !>uj)('rjicial    circumferential    opacitij    of   the 
cornea,  symmetrical  in  the   two  eyes. 

E.   Treacher  Collins. 

Thomas  T — ,  a  healthy-looking  man,  a^t.  21  years,  caiue 
to  the  Moorfields  Hospital   first  on  December  21st,  1903. 

*   Ophthal.  S(»\  Trans.,  vol.  xix.  ]\  HO,  pi.  iii,  fijjf.  1. 
t  I})id.,  vol.  xxii,  p.  14S.  pi.  x,  tig.  2. 
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He  stated  that  for  many  years  he  had  been  subject  to 
slig-ht  attacks  of  inflammation  of  the  eyes  lasting  about  a 
week. 

Four  years  ago  he  first  noticed  a  curved  spot  on  each 
eye  which  has  gradually  increased  in  size.  Two  years  ago 
he  went  into  the  Marines  and  passed  the  sight  test.  Five 
weeks  ago,  he  stated,  he  was  discharged  on  account  of 
defect  of  sight  in  the  right  eye.  He  shows  no  signs  of 
hereditary  syphilis  either  in  his  physiognomy  or  teeth. 


Fig.  5. 


There  was  no  inflammation  in  the  eyes  when  he  first 
pi-esciited  himself,  nor  has  then;  been  any  during  the 
time  he  has  been  under  observation.  The  inner  surface 
of  his  eyelids  are  quite  smooth,  and  there  are  no  signs  of 
rlicic  having  been  any  trachoma. 

Iti  each  ej'e  there;  is  a  superficial,  greyish,  mottled 
opacity  >rf  the  cornea.  It  involves  \]\v  whole  circiimfer- 
ouc^i^^ud  extends  from  tin;  extrenu'  |)(Miphery,  leaving 
only  an  (A'al  area  a  litth'  below  the  centi-e  unafi'eeted  and 
of  iioi-mal   transparency. 

The  I'ing  of  opacity  is  broadest  aboxc  and  is  sc))ai  alcd 
from  tlie  centi'al  ch'ai*  |)art  by  a  sliaiply  (lefini'd  margin. 
No  blood-vessels  oi-   h'acks  of  hlood-vcsscls    are  to  he  sci'u 
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in  tliu  cornea.  'TIks  ii'is  in  cjich  eye  iippcars  noi'inal,  the 
other  mediii  are  clear,  and  tlici'e  ;ire  no  clian«i;i's  to  l)e 
detected  in  tnther  fundus.  V.  of  each  eye  is  =  some 
letters  of  [j.  {Card  specimen.      January  28///,  IIM)  1.) 


5.    Congenital  anterior  .staphyloma. 
By  J.  Herbert  Parsons. 

The  followint^  ai-e  the  notes  of  an  extremely  rai-c  con- 
genital anomaly. 

Ethel  C — ,  oet.  8  days,  was  admitted  to  the  Royal 
London  Ophthalmic  Hospital  under  Mr.  Fisher  on  Novem- 
ber 11th,  1903,  with  an  anterior  staphyloma.  The  con- 
dition was  noticed  at  birth.  The  mother  was  healthy. 
The  confinement  was  normal,  no  instruments  were  used, 
and  the  child  was  born  innnediately  after  the  rupture  of 
the  membranes.  There  was  one  other  child,  a3t.  9,  who 
had  no  deformity. 

The  child  wa^  otherwise  normal.      Ki«^ht  eye  normal. 

Left  eye. — 1'here  was  a  very  slight  nnicous  discharge. 
The  globe  showed  a  complete  anterior  staphyloma,  pro- 
jecting half  an  inch  beyond  the  lids.  No  a.c;  iris 
adherent  to  pseudo-cornea,  which  was  very  thin  and 
almost  transparent.  The  ])u])il  could  be  made  cnit,  and  the 
iris  tissue  was  most  stretched  in  the  lower  part,  where  it 
gave  somewhat  the  .appearance  of  a  C()lo])onm.  C'ari'ful 
examination  showed  striations  of  pigment  over  this  area. 

Bacteriolor/ical  examination. — Films  fi-om  the  con- 
junctiva showed  cocci,  posit ivi'  to  (J ram  ;  culture  showed 
^Staphylococcus  aUnis. 

The  eye  was  excised  the  same  d;iy.  It  was  sonu'what 
hour-glass  shaped.  Antero-posterior  diameter,  22  nnu.  ; 
transverse  and  vertical,  12  mm.  The  auti^'ioi*  sta])hylonKi 
measured    10  nun.  from  anterior  |)ole  to  groove  on  sclerotic. 
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The  eye  was  hardened  in  10  per  cent,  formol,  and 
divided  in  a  sagittal  direction  to  the  outer  side  of  the 
nerve. 

Macroscopic  examination. — There   was  a   large   anterior 


Fig.  6. 


Photograph  of  outer  portion  of  eye.     Slightly  magnified. 

staphyloma  forming  rather  more  than  a  hemisphere.  The 
anterior  part  was  extremely  thin,  composed  of  iris,  covered 
by  a  transparent  membrane.  The  sides  were  thicker  and 
opaque,  consisting  of  cornea,  lined  by  iris,  which  was 
completely  adherent.  The  posterior  chamber  contained 
masses  of  yellow  inflammatory    material.      The  lens  was 

Fig.  7. 


Sagittal  section.      x  2. 

171  .sitUy  on  a  level  with  the  ciliary  body,  which  corres- 
j)ond(;d  with  the  external  sulcus,  into  which  the  lids  fitted. 
The  retina  and  choroid  were  iub'tln;  the  vitreous  contained 
yellow  inaterial. 
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Microscopic  examination. — The  cornea  at  the  sides 
consisted  of  well-marked  substantia  ])ropia,  covered  with 
stratified     epithelium.        The     interlamcllai-    s})aces     were 


Fig.  H. 


Anterior  part  of  pseudo-cornea,      x  120. 

packed  with  polymorphonuclear  leucocytes,  which  also 
invaded  the  epithelium.  Bowman's  membrane  was  absent 
everywhere.  Descemet's  membrane  was  intact  on  each 
side  for  a  distance  of  1  mm.  The  epithelium  persisted  for 
2  to  3  mm.  in  front  of  the  sulcus,  and  then  suddenly 
stopped.  The  substantia  propia  was  densely  infiltrated  in 
front  of  this,  and  quickly  narrowed  to  a  thin  membrane. 

Fig.  [l 


■j^itui. 


'.■^IftS 


Dcscemet's  membrane  at  periphery  of  cornea,  breaking  up 
anteriorly,      x  55. 

As  it  narrowed  the  posterior  part  was  most  infiltrated,  the 
anterior  being  homogeneous,  except  for  a  few  rod-like 
nuclei;  these,  seen  on  the  flat,  were  oval.  The  thin  mem- 
brane which   formed  the  whole  of  the  dome-shaped   pro- 
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Fig.  10. 


Periphery  of  cornea,  showing  termination  of  epithelium  and 
dense  infiltration  of  substantia  propria,      x  60. 

Fig.  11. 


^  V 


Aut«'rior  pole  of  leu.-,  .-ii.,„ii,-  inj.Lui*  <!  .lud  convoluted  capsule 
and  anterior  polar  cataract,      x  55. 
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jectioii,  c'unsisttM.l  ol'  .sc'venil  Jayers  of  these  eells,  witliouL 
any  epithelium  on  the  surface.  Internal,  or  posterior  to 
these  layers  was  an  almost  homogeneous  layer  of  about 
one  third  to  half  the  thickness,  showing  only  faint  striations. 
Internal  to  this  was  the  iris,  reduced  to  rarefied  and  dis- 
torted retinal  pig'ment  e]ntheliuni. 

The  large  ])Osterior  chamber  contained  a  fibrinous 
coaguluni,  richly  infiltrated  with  polymorphonuclear  leu('<j- 
cytes. 

The  lens  was  in  its  nornud  position.  Its  thin  anterior 
capsule  was  ruptured  in  all  the  mesial  sections,  and  lay 
somewhat  separated  from  the  cortex,  forming  a  hyaline 
wavy  line,  covered  by  polymor})honuclears.  The  anterioi- 
capsular  epithelium  was  absent  at  and  for  a  short  distance 
around  the  anterior  pole  ;  elsewhere  the  capsule  adhered 
to  the  cortex,  and  the  cells  were  well  formed  at  the 
equator.  The  cortex  was  broken  up  and  cataractous  at 
the  anterior  pole  ;  there  was  no  evidence  of  anterior 
capsular  cataract.  The  cortex  was  also  cataractous  at 
the  equator  and  posterior  parts.  An  important  point  was 
the  ])resence  in  some  sections  of  polymorphonuclears 
between  the  cortical  fibres  at  the  anterior  part. 

The  ciliary  body  was  infiltrated,  engorged  with  bh^od, 
and  detached  posteriorly.  The  ciliary  processes  were 
drawn  inwards  towards  the  lens  and  stretched. 

The  vitreous  was  permeated  witli  fibrinous  coaguluni, 
containing  polymorphonuclears,  especially  aggregated  on 
the  retina  in  the  lower  j^art  and  on  the  optic  disc. 

The  retina  was  infiamed  and  moderately  infiltrated  ; 
the  layers  were  well  maintained,  even  the  rods  and  cones 
being  for  the  most  part  intact.  It  was  i}i  sifu,  tliouuli 
slightly  folded,  probably  an  artefact. 

The  choroid  was  intensely  congested,  and  diffusely  in- 
filtrated with  leucocytes.  M'lie  pigment  was  ;\s  yet  unde- 
veloped. The  demarcation  between  choroid  and  sclera 
was  indistinct,  but  the  choroid  was  detached  anteriorly, 
the  subchoroidal  space   containing  coaguluiu. 

I'he  optic  nerve   was  densely  infiltrated   witli    polymer- 


Fig.  12. 


Patch  of  retino-choroiditis  just  behind  ora  serrata,  subchoroidal 
space  below,      x  60. 

Fig.   13. 


Optic  di.sc.      X  .').). 


CONGENITAL    ANTERIOR    STAPHYLOMA.  53 

phonuclcar    leucocytes ;    the   vessels   were   widely  dilattMl 
and  packed  with  red  corpuscles. 

{Ffhruarij  11th,  1904.) 

Very  few  cases  of  conu-euital  anterior  staphyloma  are 
on  record.  Of  these,  the  first  four  may  be  dismissed 
briefly  ;  they  are  incompletely  reported,  and  were  not 
examined  microscopically. 

Beer  (1813)  describes  a  child  with  congenital  abnor- 
malities in  both  eyes  ;  in  the  left  the  lids  were  united 
along  their  whole  length,  and  on  separating  them  the 
cornea  was  seen  to  be  pearly  white.  It  may  have  been  a 
case  of  cryptophthalmia. 

Sell  on  (1828)  mentions  that  v.  Amnion  gave  notice  of  a 
case  of  congenital  staphyloma  to  a  medical  society,  but  it 
does  not  appear  to  have  been  actually  brought  forward. 

Sonnenmayer  (1839)  mentions  that  Sichel  saw  a  case  of 
congenital  stajihyloma  of  the  cornea,  half  an  inch  high  ; 
he  states  that  "  it  is  certain  that  the  eye  has  undergone 
phlogistic  processes  during  uterine  life.^^ 

Crampton  (1840)  describes  two  brothers  with  congenital 
opacities  of  both  corneae,  the  left  eyes  in  each  case  being 
staphylomatous.  He  confines  his  remarks  chiefly  to  the 
opacities. 

Kriickow  (1875)  reports  two  cases.  The  first  was  not 
a  true  staphyloma,  but  a  congenital  opacity  with  an  iris 
cyst.  The  second  Avas  a  boy  jet.  11  years,  with  right 
anterior  staphyloma  and  left  microphthalmia,  both  dating 
from  birth.  The  right  eye  was  excised  ;  it  measured 
23*5  mm.  in  ant.-])ost.  diameter.  The  staphyloma  was 
very  thin,  and  showed  traces  of  earlier  perforation  in  the 
lower  outer  cpiadrant.  The  corneal  stroma  was  slightly 
infiltrated  with  lymphoid  cells.  Descemet's  membrane 
was  absent ;  the  back  of  the  cornea  was  lined  with  iris 
pigment.  Lens  absent.  Retina — fibrous  degeneration. 
Optic  nerve — partial  excavation. 

Treitel  (1876)  described  another  case.  The  glol.)e  was 
enlarged,  the  cornea  hemispherical  and  thickened  in  the 
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staphvlomatous  part.  Bowman's  and  Descemet's  mem- 
branes had  disappeared;  the  cornea  was  lined  with 
atrophic  iris.  The  cataractous  lens  lav  on  a  pigmented 
tibrous  mass  behind  the  cornea.  Retina — atrophy  of 
ganglion  cells  and  nerve-fibre  layer.  Choroid — poor  in 
pigment,  thinned  and  infiltrated  in  the  anterior  part. 
Optic  nerve — deep  triangular  excavation  (?  physiological)  ; 
nerve-fibres  degenerated. 

Schiess-Gemuseus  (1884)  reported  the  case  of  a  girl, 
vet.  2h  years,  whose  L.  eye  was  w^hite  and  prominent  from 
birth.  The  globe  was  enormously  enlarged ;  sagittal 
diameter  32 "2  mm.,  vertical  and  horizontal  diameter 
24*9  mm.  The  cornea  was  much  thickened,  vascularised, 
and  infiltrated,  the  deeper  layers  consisting  of  scar  tissue. 
The  parenchyma  contained  masses  of  brown  pigment. 
Descemet's  membrane  was  present  only  at  the  periphery. 
Remains  of  the  atrophied  iris  w^ere  adherent  to  the  back 
of  the  cornea,  and  behind  this  was  a  dense  white  mass  of 
fibrous  tissue  containing  lens  capsule.  The  ciliary  body 
was  atrophic  ;  the  optic  disc  was  not  cupped. 

Hirschberg  and  Birnbacher  (1886)  recorded  the  case  of 
a  girl,  aet.  half  an  hour,  born  four  wrecks  before  term,  with 
right  anterior  staphyloma  and  left  phthisis  bulbi.  The  right 
globe  was  excised  four  hours  after  birth.  The  staphyloma 
formed  a  blackberry-like  mass,  consisting  of  true  cornea 
at  the  sides,  where  Bowman's  and  Descemet's  membranes 
were  intact  for  a  short  distance.  In  front  there  was  a 
pseudo-cornea  of  scar  tissue,  with  flat  cells,  covered  only 
partially  with  epithelium.  The  iris  lined  the  staphyloma. 
The  lens  was  shrunken  (2*6  mm.  in  diameter)  and 
globular,  the  ciliary  Ijody  flattened  and  atrophic. 

Bernheimer  (1887)  described  a  very  rare  case  belonging 
to  a  somewhat  different  category.  A  girl,  aet.  6  months, 
liad  an  anterior  staphyloma  consisting  of  dermoid  tissue, 
witli  liair-follicles  and  sebaceous  glands.  Even  in  this 
case  Descemet's  membrane  was  absent  over  a  certain  area, 
the  ends  being  rolled  forward  in  the  usual  mannei*.  The 
iris  was  completely  adherent  to  the  cornea.      'J'lie  lens  was 
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m  situ.  'I'lu'  case  may  be  compared  with  other  teratoid 
developments  in  tlie  front  of  the  eye  (rf.  Cohn*)  and 
with  cryptophthalmos. 

Pincus  (1887),  in  a  dissertation  on  congenital  anterior 
staphyloma,  described  an  eye  from  a  10  months  child, 
with  a  staphyloma  dating  from  birth.  The  pseudo- 
cornea  was  thick,  covered  with  thickened  epithelium,  and 
consisting  of  dense  scar  tissue,  vascularised  in  the  super- 
ficial layers.  Bowman's  membrane  was  absent,  and 
Descemet's  present  only  at  the  periphery.  The  atrophic 
iris  was  almost  entirely  fused  with  the  pseudo-cornea. 
The  lens  capsule  lay  in  a  mass  of  filjrous  tissue  stretching 
from  the  middle  of  the  cornea  to  the  shrunken  vitreous. 

Steinheira  (1897)  gave  an  account  of  an  extraordinary 
family,  which  he  apparently  attended  and  had  ample 
opportunities  of  investigating.  The  children  were  as 
follows  :  (1)  boy,  aet.  6  years,  both  eyes  staphylomatous  ; 
(2)  girl,  aet.  5  years,  eyes  normal  ;  (3)  girl,  aet.  4  years, 
right  eye  total  staphyloma,  left  eye  small  with  cystic  ectasis  ; 
(4)  girl,  aet.  3  years,  both  eyes  total  staphyloma  ;  (o)  boy, 
aet.  2  months,  both  eyes  white  and  shrunken.  The  last 
child  was  seen  when  14  days  old,  when  both  eyes  were 
white  and  promiiient.  There  was  no  microscopical  investi- 
gation. In  no  case  was  there  inflammation  or  purulent 
discharge  at  birth. 

Westhoff  (1899)  briefly  reported  the  case  of  a  girl,  a:t. 
1  day,  born  after  prolonged  labour  (breech  presentation). 
The  right  eye  was  shrunken,  with  opaque  cornea  ;  the  left 
had  an  anterior  staphyloma.      There  was  no  discharge. 

Runte  (1903)  exhaustively  reports  the  most  recent  case. 
The  child  was  seen  when  it  was  half  a  day  old.  The 
staphyloma  commenced  to  ulcerate,  and  the  eye  was 
excised  on  the  fourth  day.  It  was  22^  mm.  long,  the 
staphyloma  forming  8  mm.  This  varied  from  h  to  1  mm, 
thick,  the  central  part  being  tlevoid  of  epithelium.  'J'he 
corneal    tissue    had    almost    entirely   disappeared,    being 

*  Cohn,  Inaxuj.  Dissert.,  Heidelberg,  1897;)  see  Grae/e-Saemisch,   2ii<l 
edition,  Lf^?.  18  and  19,  IWO. 
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replaced  by  scar  tissue,  containing  many  pns-cells  and 
lymphocytes.  The  posterior  layers  were  formed  of  denser 
fibrous  tissue.  There  were  numerous  blood-vessels. 
Bowman's  and  Descemet's  membranes  were  absent.  The 
staphyloma  was  lined  with  iris  pigment,  which  also 
invaded  the  scar  in  parts.  The  posterior  chamber 
contained  fibrinous  coagulum  with  pus-cells,  which  also 
lay  between  the  ciliary  processes.  The  lens  was  dislocated 
and  cataractous,  the  capsule  being  intact.  The  retina  and 
choroid  showed  no  striking  pathological  changes.  The 
optic  disc  was  not  excavated. 

All  these  cases  of  congenital  anterior  staphyloma  show 
exactly  the  same  features  as  are  found  when  the  con- 
dition develops  in  the  usual  manner  after  birth.  A  priori, 
therefore,  we  should  naturally  be  inclined  to  attribute 
them  to  the  same  cause.  I  think  that  more  minute  in- 
vestigation Avill  confirm  this  view,  though  it  must  be 
admitted  that  there  are  special  difiiculties  which  have  to 
be  faced  and  explained. 

The  ordinary  anterior  staphyloma  results  from  perfora- 
tion of  the  cornea,  following  ulceration.  If,  therefore,  we 
adhere  to  the  view  expressed,  we  must  admit  the  possibility 
of  intra-uterine  perforation  of  the  cornea.  This  offers 
considerable  difficulty.  Traumatic  perforation,  if  not 
absolutely  beyond  the  bounds  of  possibility,  is  very  im- 
probable. Can  intra-uterine  ulceration  of  the  cornea 
occur  ?  We  are  forced  to  the  conclusion  that  it  can  and 
does.  iS^ot  only  are  the  cases  we  are  discussing  most 
i-easonably  explained  in  this  manner,  but  there  are  others, 
such  as  congenital  opacities  and  adherent  leucomata,  which 
cannot  well  be  accounted  for  on  any  other  hypothesis. 

Let  us  first  consider  the  chief  difficulties  in  tlu^  way 
of  accepting  Iiiti-n-uterine  corneal  ulceration.  We  are 
dealing  with  a  structure  which  the  i-esearches  of  Leber 
and  ScIk')!)!  liavo  shown  to  remain  unvascularised  through- 
out l(x;tal  life,  with  the  exception  of  the  perij)liernl  (•a])il- 
lary  loops.   Endogenous  infection,  tlirough  the  blood  st renin, 
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is  tliercfoi-e  })ut  out  ut"  tlu'  ()ii('stioii — ut  any  I'ate,  as  far  as 
actual  bacterial  invasion  is  concorncMl.  It  is  true  that  toxins 
may  still  escape,  enter  the  lyni]ili  stream,  and  so  reach  tlie 
non-vascular  ])ai'ts  of  the  cornea.  Hei-e  the  very  aV^sence 
of  blood-vessels  may  cause  diminished  capacity  for  resist- 
ance, and  it  is  conceivable  that  necrosis  may  thus  arise. 

If  this  method  be  considered  too  improbable,  infec- 
tion can  only  occur  by  exogenous  means,  i.f.  through 
the  amniotic  fluid  whicli  surrounds  the  foetus.  ^I'his  is, 
on  the  whole,  the  more  probable  view,  and  it  is  su])- 
ported  by  the  comparative  frequency  of  the  cases  in 
which  bilateral  ocular  disease  is  reported.  It  is  not  sur- 
prising that  both  cornea)  should  be  attacked,  and  if  one 
eye  succumbs  more  readily  than  the  other,  the  condition 
of  staphyloma  may  be  expected  to  pass  on  into  one  of 
panophthalmitis,  and  ultimately  phthisis  bulbi — which  in 
these  cases  is  commonly  described  as  microphthalmia. 

We  have  hitherto  presupposed  that  intra-uterine  trans- 
mission of  infection  from  mother  to  child  can  take  ])lace. 
There  can  be  no  doubt  that  this  presumption  is  justified. 
It  is  known  that  anthrax,  glanders,  tubercle,  typhus, 
pneumococcus,  streptococcus,  and  Sta])hyh)coccus  atirrus' 
can  be  transmitted  to  the  fcetus.  It  is  furthci-  known 
that  intra-uterine  panophthalmitis  can  occur.  The  most 
important  case  has  been  jmblished  by  Leber  and  Addario, 
in  which  congenital  panophthalmitis  in  a  goat  was  proved 
to  be  due  to  a  bacillus  having  the  morphological  charac- 
teristics of  the  B.  di]thtlK'n\v.  Most  cases  of  micro])h- 
thalmia  are  attributed  on  the  Continent  to  intra-uterine 
])hthisis  bulbi,  and  lianas  considered  that  one  such  casi* 
was  (hu;  to  variola  in  the  niotluM*. 

Several  cases  of  gonorrlujeal  o])hthalmia,  occui-ring  at 
birth,  have  been  recorded.  In  Parischeff\s  case  the 
membranes  ruptured  three  days  before  birth  ;  in  Nieden's 
the  foetus  was  expelled  in  the  intact  membranes.  It  must 
be  admitted  that  these  cases  are  not  wholly  free  from  the 
possibility  of  posi-jxtrfn m  infection,  though  there  is  much 
to  be  said  against  that  view. 
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It  is  obvious  that  in  the  case  which  I  have  reported 
above  the  eye  was  in  a  condition  of  commencing  pan- 
ophthalmitis. It  would  doubtless  have  gone  on  rapidly 
to  rupture  and  phthisis  bulbi. 

Is  it  possible  that  in  these  cases  of  anterior  staphy- 
loma the  infection  could  have  occurred  at  birth,  or  per 
raginam  during  parturition?  I  think  that  the  cases  of 
Hirschberg  and  Birnbacher  and  of  Runte,  in  which  the 
children  were  seen  half  an  hour  and  half  a  day  respec- 
tively after  perfectly  natural  confinements,  prove  that 
this  cannot  have  happened.  It  is  extremely  improbable 
in  my  case.  Even  had  infection  occurred  then,  it  is  in- 
conceivable that  an  anterior  staphyloma  could  have 
developed  in  the  time.  Fuchs  has  recorded  the  case  of  a 
child  born  with  blennorrhoea  and  a  perforated  cornea. 
This  might,  indeed,  be  ascribed  with  some  show  of  reason 
to  intra-pai'titm  infection,  but  not  the  staphylomatous  cases. 

If  intra-uterine  infection  and  inflammation  are  elimin- 
ated, we  are  thrown  back  upon  mal-development.  It  is 
difficult  to  imagine  how  this  can  be  brought  to  explain 
the  phenomenon.  Deficient  development  of  the  centre  of 
Descemet's  membrane  might  lead  to  imbibition  of  fluid  by 
the  substantia  propria,  and  weakening  of  the  cornea,  fol- 
lowed by  ectasia.  This  does  not  seem  a  likely  occurrence. 
The  endothelium,  and  Descemet's  membrane,  which  is 
derived  from  it,  are  morphologically  part  of  the  uveal 
tract.  In  these  cases  there  is  not  the  slightest  evidence 
of  arrested  development  in  any  other  part  of  that  tract. 
The  ciliary  body  and  choroid  are  normally  developed,  and 
there  is  no  reason  to  suppose  that  there  has  been  any 
failure  on  the  part  of  the  iris — it  has  merely  undergone 
the  degenerative  changes  which  we  expect  to  find  in  an 
anterior  staphyloma.  Moreover,  Descemet's  membrane 
itself  lias  developed  quite  normally  at  the  periphery,  and 
has  attained  the  thickness  which  we  should  expect  to  see. 
If  >vo  resort  to  any  such  hypothesis,  it  would  still  be 
simpler  to  have  rccoinsc  to  inflammiitory  changes,  \)Y()- 
diu'ing  degeneration  in   the  endothelium,  and  resulting  in 
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a  so-called  "  inturnal  ulctT,"  wliich  Ims  been  held  ]»v 
Vj.  v.  Hippc'l  to  account  for  otliei-  congenital  malfoim:!- 
tions.  In  any  case,  even  if  the  primary  cause  ])e  nial- 
developnient,  it  is  necessary  to  explain  the  very  mai-ked 
inttamniatory  changes  which  were  undoubtedly  present  in 
my  case  and  in  some  of  the  others.  1'his  must  be  intra- 
uterine— or,  if  intra-jxirfuvi,  it  must  submit  to  the  criticism 
which  that  explanation  involves.  Again,  mal-development 
alone  will  not  account  for  the  vascularisation  of  the  cornea 
which  is  found  in  some  of  the  cases,  nor  for  the  absence 
of  epithelium  over  the  surface  of   the  pseudo-cornea. 

I  have  argued  the  j^ros  and  cons,  of  the  aetiology  of 
this  case  somewhat  at  length  because  of  the  verv  wide 
application  of  the  principles  at  stake.  If  one  congenital 
anomaly  of  the  eye  can  be  definitely  proved  to  be  due  to 
intra-uterine  inflammation,  then  that  factor  must  receiver 
full  consideration  in  dealing  with  other  congenital  anoma- 
lies. Further,  as  Marchand  has  pointed  out,  the  term 
inflammation  must  be  used  in  a  wider  sense  than  usual,  for 
there  can  be  no  question  of  inflannnation  in  the  restricted 
sense  in  early  embryonic  life,  V)ecause  that  involves  con- 
ditions of  the  tissues  which  are  as  yet  absent  from  the 
embryonic  structures.  It  is  not  for  one  moment  to  be 
considered  that  arrested  development  does  not  account 
for  any  congenital  anomalies  of  the  eye  ;  there  are  many 
— perhaps  the  greater  number — which  cannot  be  explained 
on  any  other  grounds.  There  has  been  a  tendency, 
however,  in  England  to  overlook  the  importance  of  intra- 
uterine inflammation,  and  it  is  merely  the  desire  that  it 
should  receive  due  recognition  which  })rom])ts  these 
remarks. 

References. 

Beek. — Das  Aiuje,  AVien,  18 lo. 

ScHOEN. — Handb.  dtr  patli.  Anat.  des  mensch,  Aiigrs, 
Hamburg,  1828. 

SoNNENMAYER. — Z)iV  Augenkrankhciteu  drr  Neugehoreneiiy 
Gelnhausen,  1839. 


60  DISEASES    OF    THE    CORNEA. 

Crampton. — "^  On  Congenital  Opacity  of  the  Cornea." 
London  Medical  Gazette,  1840. 

Kruckow. — Arch.  f.  Oplith.,  xxi.,  p.  2,  1875. 

Treitel.— .-Ivr/i.  /.  Ophth.,  xxil,  p.  2,  1876. 

Schiess-Gemuseus. — Arch.  f.  Ophth.,  xxx.,  p.  3,  1884. 

HiRscHBERG  AND  BiRNBACHER. — Ceiitralhl.  f.  Augeuhetl- 
Ixunde,  X.,  1886. 

Bernheimer. — Arch.  f.  Augenh.,  xviii.,  1887. 

PiNCUS. — Inaug.  Dissert.,  Konigsberg,  1887. 

Steinheim. — Centralhl.  f.  Aiigenh.,  xxi.,  1897. 

Westhoff. — Centralhl.  f.  Augenh.,  xxiii.,  1899. 

Runte. — Arch.  f.  Augenh.,  xlviii.,  1903. 

Leber. —  Untersuch.  ilher  die  Bhctgefdsse  des  mensch. 
Auges,  Wien,  1868. 

ScHOBL. — Centralhl.  f.  Augenh.,  x.,  1886. 

Leber  and  Addario. — Arch.  f.  Ophth.,  xlviii.,  I,  1899. 

Parischeff. — Nagel's  Jahreshericht,  1892. 

Nieden.  — TC/i'?/.  Monatshl.  f.  Augenh.,  x\x.,  1891. 

E.  VON  HiPPEL. — Gr aef e- Saemisch,  2te  K\i^.,  Lfg.  18  and 
19,   1900. 

Marchand. — Eulen burghs  Real-Encycloj)ddie,  1897. 

Mr.NETTLESHip's  remarks  on  this  case  are  embodied  in  his 
pa]:)er,"Two  Casesof  Congenital  Staphylomaof  the  Cornea." 

Mr.  Treacher  Collins  said  he  had,  through  the  kind- 
ness of  Mr.  Parsons,  been  able  to  examine  the  sections  of 
this  eye  very  carefully,  and  he  had  arrived  at  a  rather 
different  conclusion  as  to  the  course  of  events  in  connec- 
tion with  it  from  that  mentioned  by  Mr.  1  ^arsons.  He 
did  not  think  the  adhesion  of  the  iris  to  the  cornea  could 
Ijo  explained  by  inflammation.  lie  believed  it  nnist  bo 
due  to  a  congenital  malformation.  There  was  no  sign  of 
iiiHanimation,  past  or  ])resent,  in  the  centre  of  the  cornea, 
where  tlic  ii'is  was  most  adherent.  There  must  have  been 
a  congenitiil  iii;il formation  of  the  posterior  layers  of  the 
mesoderm  roi-miiiu'  the  cornea,  which  developed  into 
Dc'scemet's  membrane,  and  the  antei'ior  fibro-vascular 
.slieatli    of    the    lens  ;    those    structures    lind    not    become 
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differentiated.  The  iris  orouino-  heneiitli  tlie  autei-ior 
fibro-vascular  sheath  thus  became  adherent  to  the  cornea, 
and  there  was  no  anterior  chjinil)ei-  tornied.  The  acjueous 
humour  could  not  ])ass  through  the  pupil  and  get  out  of 
the  eye.  Consequently  there  was  increased  tension,  and 
the  malformed  thin  cornea  })Ocanie  staphylomatous. 
During  birtli  the  cornea,  protruding  between  the  lids, 
got  its  epithelium  rubbed  off  the  surface. 

There  was  inflammatory  cell  exudation  in  the  eye,  ])ut 
it  was  all  of  recent  origin,  and  Tuust  have  formed  within 
the  last  two  or  three  days.  The  infiltration  in  tlie 
cornea  was  arranged  in  a  ring  around  it  at  the  periplu'i-y, 
constituting  what  is  known  as  ring  abscess,  a  condition 
which  is  usually  the  result  of  a  perforating  wound. 
Fuchs  had  recently  shown  that  ring  abscess  of  the  cornea 
followed  perforating  wounds  in  which  micro-organisms 
were  introduced  into  the  interior  of  the  eye.  These 
organisms  generated  a  toxin  which  diffused  into  the  cornea 
posteriorly,  and  caused  necrosis  of  it.  The  invasion  of  the 
necrotic  cornea  with  leucocytes  from  the  vessels  at  the 
limbus  and  in  the  sclera  gave  rise  to  the  ring  abscess. 
Mr.  Parsons  had  demonstrated  the  necrotic  appearance  of 
the  posterior  layers  of  the  central  portions  of  the  cornea 
in  this  eye  and  the  cell  infiltration  at  the  })eriphery. 
There  was  also  other  evidence  that  it  had  received  a  per- 
forating wound,  for  there  was  a  gap  in  the  anterior 
capsule  of  the  lens,  some  breaking  up  of  lens  substance 
at  the  anterior  pole  and  invasion  of  it  by  leucocytes. 
Mr.  Collins  concluded  bv  savino*  that  he  thouirht  the 
child  must  have  had  a  congenitally  malformed  staphylo- 
matous cornea,  which,  projecting  between  the  lids,  and 
being  very  thin,  had  received  a  perforating  wound  during 
birth,  possibly  from  the  finger-nail  of  the  accoucheur. 
Infective  organisms  were  then  implanted  into  the  eye  and 
the  anterior  capsule  of  the  lens  lacerated. 

Mr.  Parsons  agreed  that  there  had  been  a  perforation 
of  the  cornea  ;  he  did  not  think  it  could  be  explained  on 
any  other  grounds. 
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Mr.  N.  Bishop  Harman  asked  whether  there  were  any 
micro-organisms  in  the  exudation  seen  within  these  eyes. 
Recently,  at  the  Pathological  Society  of  London,  Drs. 
Foulerton  and  Bonney  gave  the  results  of  observations 
on  intra- uterine  micro-organisms  in  puerperal  fever ;  they 
found  in  two  cases  diphtheroid  organisms.^  From  later 
reports,  diphtheroid  organisms  seem  one  of  those  most  fre- 
quently met  with  in  such  cases.  If  diphtheroid  organisms 
were  present  in  this  case,  they  should  be  easily  demon- 
strable by  proper  staining. 

Mr.  Parsons  replied  that  there  was  very  slight  mucous 
discharge,  and  no  pus.  Examination  resulted  in  pure 
cultures  of  Staphylococcus  albus,  which  he  thought  proved 
nothing.  He  had  not  found  any  organisms  in  the  intra- 
ocular pus,  but  he  had  not  examined  sufficiently  carefully 
to  enable  him  to  be  certain  that  they  were  entirely  absent. 
He  was  surprised  at  the  remarks  of  Mr.  Bishop  Harman  as 
to  organisms  not  having  been  previously  described  in  puer- 
peral fever.  A  large  work  on  the  subject  was  published 
in  Germany  ;  he  thought  there  must  be  more  literature 
on  the  subject  than  that  of  Foulerton.  The  other  cases, 
mentioned  were  post  partum,  and  it  was  open  to  doubt 
whether  there  had  not  occurred  infection  during  the  pro- 
cess of  parturition.  All  these  points  were  extremely 
difficult  to  decide.  In  writing  his  paper,  he  (Mr.  Parsons) 
rather  emphasised  the  inflammatory  side,  because  it  had 
not  been  attended  to  much  in  England.  With  regard  to 
M  I-.  Nettleship's  cases,  he,  Mr.  Parsons,  purposely  left  out 
the  congenital  leucomata  and  adherent  leucomata,  as  they 
simply  complicated  the  question.  H  Mr.  Nettleship's 
cases  were  definite  congenital  intra-uterine  perforations, 
tlicy  belonged  to  the  same  category,  but  mere  anterior 
.synechia;,  etc.,  confused  the  point,  because  there  were 
(jther  possible;  causes  for  this.  ^.I'he  case  he  (juotcd  was 
one  iti  wliicli  flusre  was  definite  infiammation,  wliorc  tliere 
had    been    perforation    uiid    anterior    staphyloma    foiiiicd, 

*    /'"//(.  Si,r.  Tnnis.,  liXW,  j).  1M7. 
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just  as  it"  tliu  cliiid  liiid  ht'cii  in  tlu'  \V(jrld  instead  of  in 
the  uterus.  Tho  evidence  was  in  favour  of  endo(renons 
inflammation;  tlie  necrosis  on  the;  l>a(k  ot  tlic  cornea  Jind 
the  condition,  which  very  much  it'scinlih.'d  ring  aljscess, 
were  in  favour  of  cndo^'cnous  intlnnnnation,  and  not 
one  from  the  outside.  It  was  admitted  that  tln^ 
cases  of  ring  abscess  usually  met  witli  in  the  adult 
were  generally  associated  with  a  ])erforating  wound. 
But,  as  Fuchs  pointed  out,  there  was  evidence  that 
the  organisms  got  inside  fii'st,  and  worked  from  the 
inside  outwards.  That  explained  why  there  was  a  totally 
different  condition  of  ring  abscess  in  those  cases  in  which 
it  worked  from  the  inside  tlian  in  other  conditions,  sucli  as 
superficial  ulcer  and  necrosis  of  cornea,  where  it  worked 
in  the  other  direction.  There  was  histological  evidence 
that  the  organisms  worked  from  within  outwards.  'J'liere 
was  one  case  on  record,  as  he  had  pointed  out,  in  which 
the  child  had  a  definite  typical  anterior  sta])hyloma, 
which  was  obtained  half  an  hour  after  birth.  That  case 
could  not  be  due  to  a  perforation  which  occurred  dui-ing 
birth.  It  must  have  been  some  congenital  condition 
which  caused   that  anterior  staphyloma. 


G.   Two  cases  of  congenital  stdphi/lonKi  of  the  aniLea. 

By  E.  NKTTLESiirr. 

Case  1. — Congenital  opacity  (f  entire  cornea,  irith  ciliary 
staj)hyloma  at  lower  part ;  eyeball  small,  (f  niytpii 
formatioiij  and  sJiowing  glaacomatous  changes  and 
posterior  cortical  cataract  ;  si^nilar  cataract  in  ofln  r 
eye. 
Ernest  V] — ,  vet.  10,  briMight  to  St.  Thomas's  Hospital 
in  October,  1878.      (T.       1.  1'.,  1880,  No.  113.) 

K.  eye,  no  p.  1.  ;   cornea   rej^rescnted  by   a  transversely 
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oval,  semi-opaque  patch  smaller  than  cornea  of  other  eye ; 
ciliary  region  bluish  all  round,  with  a  small  staphyloma 
at  lower  part ;  T.  n.  ?  +. 

The  front  of  the  eye  said  to  have  been  like  this  since 
birth  ;  nurse  saw  it  the  same  night,  mother  the  next 
morning  ;  eye  is  occasionally  troublesome. 

L.  eye,  V.  2-0-0  and  6  Jaeger  slowly  ;  p.  active ;  iris 
greenish  brown  ;  patch  of  opacity  at  posterior  pole  of 
lens.      No  history  of  infantile  ophthalmia. 

Jamiary,  1880. — R.  eye  has  become  painful  and  makes 
L.  weak ;  T.  now  decidedly  +  ;  eye  excised.  L.  V.  y-^ 
and  6  Jaeger;  opacity  of  lens  as  before  ;  fundus  normal  ; 
refraction  H.  1'5  D. 

Description  of  right  eye  after  7'einoval. — Corneo-ciliary 
region  rather  enlarged  ;  remainder  of  eye  very  notably 
smaller  than  normal,  but  of  highly  myopic  shape,  small 
end  of  oval  being  at  Y.  S. ;  some  flattening  of  inner 
(nasal)  aspect  of  eye  ;  optic  nerve  small  and  of  grey 
colour.  0.  d.  deeply  cupped,  a  well-marked  my.  cres- 
cent on  its  temporal  side  ;  lens  very  small,  rather  flat, 
quite  clear  with  exception  of  a  large  circumscribed  opacity 
just  in  front  of  posterior  pole,  there  being  a  thin  layer  of 
clear  lens  between  opacity  and  posterior  capsule  ;  vitreous 
rather  fluid,  but  otherwise  normal ;  no  macroscopic  changes 
in  retina  or  choroid  ;  iris  spread  out  as  a  thin  layer  of 
pigmented  tissue  in  close  contact  with  the  opaque  cornea, 
but  could  be  peeled  off  for  the  most  part ;  cornea,  when 
stripped  of  iris,  had  a  pink  tinge,  as  if  from  vessels  in  its 
substance.  No  measurements  and  no  microscopical  ex- 
amination made.      Specimen  not  kept. 

About  a  year  after  removal  of  right  eye  vision  of  left 
was  somewhat  worse  (2-0%  and  12  Jaeger)  from  increase 
of  the  posterior  opacity  of  lens. 

After  two  discission  operations  at  a  few  days'  interval 
partial  absorption  slowly  took  place,  iridectomy  being 
required  for  +  T.  three  months  after  the  needlings.  A 
special    feature   was   the   tardy    opacification   of    the   lens 
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after  the  free  iieedliiigs,  a  peculiarity  well  known  in  con- 
^enitally  imperfect  lenses.  Eventually  the  eye  did  well, 
V.  beino-  ||}  with  +  1 1  D.  in  February,  1882,  fourteen 
months  after  the  operations  were  begun. 

[A  short  account  of  the  condition  of  the  right  eye  in 
this  case  was  })ublished  in  The  Lanrcf,  18H(),  vol.  i,  p.  260, 
under  the  head  of  '^  Intra-uterine  Perforating  Ll(?er  oi' 
Cornea  with  Anterior  Synechia,  Arrested  Growth,  and 
Secondary  (ilaucomatous  and  Myopic  Changes.'^  On 
lately  examining  the  notes  again,  and  taking  into  account 
the  condition  of  the  other  eye,  I  think  intra-uterine  arrest 
of  formation  of  anterior  chamber  furnishes  a  more  prob- 
able explanation  of  the  conditions  found  in  the  right  eye 
than  ulceration  of  the  cornea. — E.  N.,  Fehi'uary,  1904.] 

Case  2. — Congenital  staj)hylomatouis  opacity  of  lower  part 

of  cornea  and  adjacent  sclerotic. 

When  first  seen,  in  August,  1894,  the  patient,  a  female, 

was  set.  10  months,  strong,  healthy,  and  good-tempered  (P. 

ol,241).    A  large,  circular,  opaque,  white  patch  occupied  the 

Fig.  14. 


R.  cornea,  showing  congenital  opacity  ;  child  mt.  10  months  (Case  2) 

lower  third  of  right  cornea  and  neighbouring  ciliary  region ; 
its  central  part  prominent,  tinged  slightly  yellow,  and  more 
densely  opaque  than  the  rest.  Iris  distinctly  stretched 
towards  the  opacity  ;  upper  half  of  pupil  active  to  light, 
lower  part  not  visible  behind  the  opacity  ;  a.  c.  much  shal- 
lower than  in  other  eye.      Other  (left)  eye  normal. 

A  thin  pigmented  mole  on  right  side  of  body,  and  a 
small  naevus  at  root  of  nose. 

Seen  again  October,  1898,  aet.  5  years.  K.  leucoma 
exactly  as  before ;  a.  c.  now  of  fair  depth  ;  pupil  quite 
active,  but  trabecular  structure   of    iris  less  marked  than 
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ill  other  eye  ;  T.  ii.  Examination  after  mydriatic  showed 
media  and  fundus  normal,  and  refraction  about  7  D.  of 
horizontal  H.  As. 

Patient  was  sixth  of  seven  pregnancies,  Nos.  2  and  5 
miscarriages,  the  other  four  living  and  well ;  No.  4  (next 
living  one  above  the  patient)  born  fourteen  months  before 
patient.  Mother  was  much  harassed  by  household  matters 
and  illness  of  one  of  the  children  whilst  pregnant  with 
patient  ;  was  dyspeptic  and  could  not  eat.  Could  not 
suckle  any  of  her  children. 

Patient  born  with  instrumental  aid  (as  were  some  of  the 
previous  children)  ;  weighed  7^  lbs.  at  birth.  The  opacity 
on  the  right  eye  was  noticed  the  day  after  birth,  and  did 
not  alter  in  appearance  subsequently. 

(Narrated  February  11th,  1904.) 

PostscrijH. — September,  1904. — The  child,  now  about 
11  years  old,  was  lately  seen  by  Mr.  Holmes  Spicer,  who 
tells  me  he  found  that  the  condition  of  the  opacity  was  in 
the  main  unchanged,  except  that  the  prominent  central 
part  was  less  opaque,  and  was  grey  and  almost  translucent. 
The  iris  appeared  to  be  prolonged  into  the  cavity  of  the 
staphyloma. 


7.    Kerato-iritis ;    douhle  intra-uterine  injiainrnatorij. 

By  George  W.  Thompsoi^. 

Infant,  seen  nine  days  after  birth.  It  picsented  no 
discharge  from  lids.  A  more  or  less  uniform  haze  of  both 
cornetu;  surface  epithelium  a])peared  intact,  i.e.  it  did  not 
jjresent  the  greasy  oi*  steamy  a])pearance  of  a  I'ccent 
iiitiltrate.  Corneal  haze  was  fairly  dense  and  appeared 
to  occupy  the  middle  and  deeper  layers  of  the  cornea,  and 
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the  wIkjIg  of  the  curiieii  was  involvcMl ;  there  was  no  piirt 
suggestive  of  a  perforation  of  tlie  cornea. 

Tico  rnoiiths  later. — The  corneal  opacity  is  less  dense. 

By  oblique  illumhiation. — The  fenestrated  remains  of  the 
i rides  can  be  seen  glued  on  to  the  back  of  the  corneie.  This 
gluing  extends  to  the  very  periphery  of  the  cornea,  the 
iris  being  at  the  latter  place  less  fenestrated  than  at  the 
centre  of  the  cornea. 

T.  -I-  both  eyes.  There  is  no  history  of  syphilis.  A 
child,  aet.  2^  years,  died  of  broncho-pneumonia  ?  if  tuber- 
culous. [Card  6-pecimen,  February  11th,  1904.) 

Dr.  Adolfh  J3ronner  suggested  that  iridectomy  should 
be  done. 

The  President  said  he  would  be  inclined  to  leave  it 
alone. 


8.    Trachoinatous  pannus  and  associated  corneal  rhavr/cs. 
By  H.  Herbert,  Major  I. M.S. 

The  following  clinical  account  is  mainly  supplementary 
to  text-book  descriptions,  and  deals  ])articularly  with 
debatable  and  but  little  recognised  aspects  of  the 
subject : 

In  India  there  are  frequent  opportunities  of  observing 
the  early  beginnings  of  actdely  progresidve  trachomatous 
pannus.  Together  with  ciliary  injection  there  is  a  \m\v- 
ginal  zone  of  vascular  ingrowth  all  round  the  cornea. 
The  closely-set  vessels  are  distinctly,  and  at  their  termi- 
nations separately,  raised  above  the  corneal  surface,  and 
are  therefore  superficial  to  l^owman's  membrane,  passing 
inwards  from  enlarged  conjunctival  vessels.  Their  termi- 
nations are  seen,  with  the  corneal  loupe  and  focal  illumi- 
nation, to  be  enclosed  by  fine  grey  lines  of  opacity  ; 
nearer  the  corneal  margin  this  grey  infiltrate  is  more  dif- 
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fused  between  the  vessels.  The  vascular  zone  is  usual!}- 
broader  above  than  elsewhere,  but  not  alwaj-s  so.  The 
whole  of  the  enclosed,  perhaps  slightly  dull  and  slightly 
clouded,  non-vascular  corneal  surface  stains  feebly  and 
diffusely  with  fluorescein."^  This  coloration,  together 
with  ciliary  injection  and  associated  conjunctivitis,  must 
be  taken  to  denote  a  diffuse  inflammatory  lesion  of  the 
corneal  epithelium.  The  slightly  raised  marginal  vascular 
zone,  on  the  other  hand,  does  not  colour  with  fluorescein. 
The  ingrowth  is  therefore  protective  in  effect,  and  maj- 
be  regarded  as  an  advancement  of  the  conjunctival  lim- 
bus.  And  it  is  obviously  incorrect  to  speak  of  such  a 
condition  as  "  marginal  vascular  keratitis."  The  routine 
use  of  fluorescein  in  all  cases  of  conjunctivitis  where 
there  is  a  trace  of  associated  ciliary  injection  shows  that 
the  above  picture  is  not  verj^  uncommon  in  quite  recent 
conjunctivitis  of  various  types  (catarrhal  and  follicular 
non-trachomatous)  as  well  as  in  the  intercurrent  attacks  of 
inflammation  in  trachoma,  due  to  the  Koch-Weeks^  bacillus 
or  other  infective  agent.  And  whether  the  condition 
shall  prove  quite  temporary,  or  shall  persist  and  develop 
into  recognised  pannus,  depends  entirely  upon  the  subsi- 
dence or  continuance  of  the  causative  conjunctivitis,  t 

Should  the  condition  persist  in  trachomatous  cases  the 
vascular  zone  broadens  at  the  expense  of  the  central  area 
till  the  linear  extent  of  the  latter  may  be  no  more  than  a 
third  of  the  corneal  surface  in  any  direction.  The  central 
island  becomes  more  steamy  and  opaque  and  may  ulcerate 
deeply,  while  the  vascular  zone,  retaining  its  definite 
margin,  thickens  from  further  infiltration  and   acquires  a 

*  The  fluorescein  solution  used  was  slightly  stron»^er  than  that  com- 
monly employed  and  contained  as  much  colouring  matter  as  could  hv 
dissolved  in  a  3  per  cent,  solution  of  bicarbonate  of  soda.  Subsequent 
cfxjaine  instillation  was  practised  to  wasli  away  the  surplus  fluorescein. 

t  Tliis  corneal  complication  was  well  marked  in  a  conjifnctivitis  im- 
mediately folhnving  a  tenotomy  with  advancement  in  my  j)ractice.  Sonu' 
septic  material  proba))ly  lodf^cd  in  the  silk  sutures  inserted.  Aftei- tlie 
removal  <»f  the  sutures  and  tlie  sti)j)pa<,''e  of  )>anda;4-ing  the  coi-iiea  rajiidlv 
cleared  witli  tlie  sidisist eiice  ol'  the  Conjunctival  inflammation. 
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smooth  surface.  The  thickening-  may  be  especially  marked 
above  and  the  tissue  assume  a  diffuse  lymphoid  appearance 
there. 

In  other  early  cases  of  less  acute  onset  than  those  just 
described  the  more  obvious  new  vessels  may  be,  as  above, 
closely-set,  superficial  and  raised,  and  ending  at  a  defined 
margin,  but  spreading  only  with  vertical  course  from  the 
upper  margin  of  the  cornea,  and  the  fluorescein  staining 
surface  only  forms  a  transverse  band  below  the  vessels. 
But  even  here  the  corneal  loupe  always  shows  minute 
(deeper  ?)  branched  vessels  growing  in  for  a  short  distance 
at  the  sides  and  below. 

The  above  forms  of  pannus,  of  fairly  rapid  onset,  pri- 
marily superficial  to  Bowman^s  membrane,  and  essentially 
the  same  as  '^  pannus  degenerativus  ^'  of  blind  injured 
eyes,  contrast  with  the  more  common  chronic  trachomatous 
cases  without  defined  margin,  which  have  been  shown  in 
a  number  of  cases  to  develop  primarily  beneath  Bowman's 
membrane,  and  with  epithelium  practically  normal. 

Bearing  upon  the  nature  of  trachomatous  pannus  are 
the  facts  already  mentioned — (1)  the  observation  of  the 
earliest  phases  of  pannus  in  quite  transient  attacks  of  con- 
junctivitis, an-d  (2)  the  identity  of  some  trachomatous 
cases  with  degenerative  pannus.  There  are  also  the 
following  observations  : 

One  is  struck  sometimes  by  a  quite  recent  development 
of  pannus  when  the  palpebral  conjunctiva  is  uniformly 
smooth  from  the  scar-tissue  of  old  trachoma.  One  wonders 
if  the  cornea  is  now  attacked  because  it  is  less  sufiPiciently 
protected  by  the  scarred  lids.  Do  micro-organisms  now 
lodge  on  the  corneal  surface  because  there  is  no  longer  the 
normal  soft  cylindrical  palpebral  epithelium  in  which  the 
causative  agents  of  earlier  inflammatory  attacks  more 
readily  located  themselves  ?  Again  I  have  been  forced  to 
recognise  rare  instances  of  quite  mild  pannus  of  the  ty])e 
recognised  as  trachomatous  (Diagram  •">)  without  ;niy 
trachoma.  There  has  been  a  moderate  vascularisation  of  the 
uppei-  third  or  less  of  the  corneji,  in  no  degree  patchy,  as  in 
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Diagram  1. — Acute  early  panniis.  Diagram  2. — Latepannus  ;  vascular 
zone  thickened,  smooth,  yrey,  of  uniform  width.  Diagram  8. — Mild  pannus, 
right  eye,  with  no  trachoma,  in  a  small  child  ;  vessels  too  minute  to  be  well 
seen  without  corneal  loupe.  Palpe))ral  conjiuictiva  injected  but  not 
definitely  thickened  or  rou<^hened  ;  no  follicles.  Di  acirams  4,  5, 6,  7, 8,  9. — 
Selected  examples  of  lymphoid  elevations  (nodidar  pannus).  In  each  of 
the  dia^ams  4  and  8  is  seen  one  small  pi^finented  depression  also.  In  each 
case  the  conjunctiva  presented  follicular  elevations,  i)artly  confluent,  to- 
f^etherwith  more  or  less  scarrinj^-.  Diagram  1(».— Tliiek  i)annus  with  defined 
mar«^in ;  lymphoid  appearance  above.  Diagram  11.-  Thickened  (lymi)lioid) 
limltus,  toj^ether  with  vascular  in^i^rowth  ;  central  non-vascular  coi-nea 
sliprhtly  dullandoi)a(iu«';  a  small  ulcer  above.  Diagrams  12.  i;{.  14,  15,  K;.— 
Upper  marj^inal  pittin<^.  '  12.  Clear  indentations  in  mai-^inal  ()2)acity. 
V.S.  Similar,  exc<'j)tionally  numerous  ;  at  either  end  only  pifj^mented  dots. 
14.  Two  exceptionally  lar<;e  sliallow  pits,  with  others  smaller,  lo.  Un- 
UHUally  deep  and  dark  ])its  ;  Icucoma  })elow,  with  faint  opacity  over  upper 
part  of  cornea  ^'en<'rally.  Ki.  Pigment-dots  below,  with  shallow  dcpres- 
Kions  above.  J  Diagramh  17,  IS. — Extra<»rdinarily  transhicnit  pannus- 
tliick<'ningK,  with  <l«'fin«'<l  margins,  showing  pitting;  ])rolt;iI»ly  I'cjjrr.scnting 
r<'c«'nt  attacks  engralt^'d  on  old  changes.    Minuti-  ulceisat  lower  margin. 
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strmnoiis  (eczematoiis)  pjiimus  ;  [Iwvv  has  Ijchmi  only  a 
compiii'atively  trivinl  clii-onic  conjunctivitis  without  any 
trace  of  follicles  to  1)0  seen,  and  without  sufficient  con- 
junctival thickenino-  to  contain  buried  follicles.  Recently, 
also,  I  observed  a  ])atient  with  a  neglected  purulent 
conjunctivitis  of  one  eye  (gonococci  not  looked  for  in 
the  discharge,  but  the  patient  had  gonorrhcea).  There 
was  still  remaining  considerable  lid-swelling,  with  marked 
pa})illary  conjunctival  thickening  and  discharge.  There 
was  a  fair  development  of  pannus  in  the  eye,  chiefly  from 
above,  and  a  little  irregular.  Sections  (^f  the  thickened, 
uneven  palpebral  conjunctiva  revealed  no  follicles,  nor  was 
there  any  scarring  or  other  evidence  of  previous  trachoma 
in  either  eye.  The  inference  from  such  observations  is 
that  the  connection  of  pannus  with  trachoma  lies  simply 
in  prolonged,  repeated,  and  probably  enlianced  chances  of 
corneal  involvement  rather  than  in  any  specific  character 
of  the  inflammation. 

Lymj)}ioid  Pannui^  (a)  . — The  somewhat  uncommon  adenoid 
formations  on  or  in  the  cornea  are  practically  confined  to 
old  cases  of  trachomatous  pannus.  At  the  time  of  their 
development  the  keratitis  and  conjunctivitis  ma}-  be  either 
practically  oiil  or  of   high  intensity. 

(1)  In  cases  of  trachoma  where  there  are,  or  have  been, 
confluent  follicles  in  the  lids  and  fornices,  and  where  there 
is  at  the  time  little  or  no  recognisable  inflammation,  deflned 
semi-translucent  7iorZ?f/r(relevations,very  feebly  vascular,with 
rounded  outline,  occasionally  arise  upon  the  basis  of  an  old 
diffuse  corneal  opacity.  They  vary  in  size  and  number 
(see  Diagrams  4,  5,  6,  8,  9) ;  their  elevation  is  onh*  very 
moderate,  ^riiey  are  evidently  lymphatic  formations  flattened 
by  the  pressure  of  the  u])per  lid.  Very  similar  flattened, 
lymphoid  elevations  and  follicular  formations  often  co-exist 
in  the  palpebral  conjunctiva.  The  corneal  thickenings 
are  confined  almost  entirely  to  its  upper  half  ;  their  centres 
lie  within  the  corneal  margin,  but  they  often  overlap  the 
sclera  a  little.  The  larger  formations  appear  to  arist^  by 
the  coalescence  of  smaller  ones.      There    is   ahvavs  some 
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Diagrams  19 — 30. — Ulceration  and  its  results.  [19.  Old  pannus  witli 
defined  margin,  well-marked  thickening-  above.  Acute  deep  ulcer  occupy- 
ing a  large  part  of  central  area,  invading  the  vascular  zone  slightly  and 
undermining  its  border.  20.  Similar  old  pannus.  The  whole  of  the  non- 
vascular central  area  has  ulcerated  away,  except  for  a  narrow  sloping- 
rim  of  the  deeper  layers.  21.  Ordinary  small  ulcer,  indenting  the  vascu- 
lar surface  slightly.  22.  Clear  groove  immediately  below  pannvis,  with 
deeper  central  ulcer  ;  this  central  point,  with  the  neighbouring-  parts  of 
the  groove,  coloured  with  fluorescein.  23,  24.  Perfectly  clear  grooves  ; 
lower  borders  sharp  in  both,  and  presenting  a  fine  line  of  opacity  in 
Case  24;  fine  vessels  on  corneae  above,  ending  about  the  upiJer  less 
defined  boundaries  of  the  grooves.  25.  Similar,  but  very  shallow,  nearly 
clear  groove,  without  any  definite  upper  boundary.  2(5.  Similar  shallow 
groove,  with  curved  infiltrated  ulcer  toward  inner  side;  of  cornea  (riglit 
eye),  showing  mode  of  formation  of  grooves.  27.  Small  central  islet  of 
normal  cornea,  completely  enclosed  by  shallow  grooving.  The  dark  patch 
is  a  small  recent  iilcer.  2H.  Extraordinarily  extensive,  deep,  jind  jieri- 
pheral  groove  ;  ptjrfectly  transparent  except  near  its  i)erii)luu'al  refunded 
V)order  and  along  th('  inner  half  of  its  central  sharp  edg(»  ;  but  fine 
vessels  seen  on  magnification  reaching  quite  to  the  central  margin. 
Minute  ]>igment  dots  along  tht;  iipper  circumference  of  tlic  cornea. 
29.  Incom])lct«'  grooving;  a  row  of  facets.  30.  A  rare  coml)inj\tion 
nrtdujar  lymj>hoid  thickening  above,  l)ounded  by  vessels,  jnid  a  sliallow 
curved  gro«jve  witli  .sliurj)  lower  margin  below  this.  Diaokams  3J,32. — 
Slightly  raised  opacities  in  old  pannus. 
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slio;ht  corneal  opacity  extendini^-  clown  beyond  them,  and 
they  are  frequently  bounded  by  an  anastomotic  loop  (jf  two 
of  the  few  blood-vessels  present  on  the  cornea.  Soiik»- 
tinies,  instead  of  separate  nodules,  a  similar  but  (juite 
continuous  lymphoid  thickening  is  found  on  the  upper  part 
of  an  old  pannus.  This  is  seen  both  in  old  cases  of  pannus 
with  defined  margin,  involving  the  whole  circumference  of 
the  cornea,  as  well  as  in  the  more  common  forms  of  pannus 
without  defined  margin  (Diagrams  7,  10,  30). 

(2)  Less  distinct  lymphatic  formations  are  sometimes 
seen  in  the  upper  part  of  the  cornea  in  cases  of  severe 
long-standing  pannus  involving  the  whole  or  greater  ])art 
of  the  cornea.  This  pannus  is  usually  vei-y  highly 
vascular ;  there  is  considerable  thickening,  especially 
above,  and  there  is  often  a  high  grade  of  associated 
conjunctivitis.  Tn  contradistinction  to  the  condition  in 
ordinary  milder  pannus,  I  have  found  that  the  slightly 
rough  vascular  surface  here  stains  a  little  with  fluorescein. 
That  is  to  say,  the  general  inflammation  is  of  so  high  a 
grade  that  the  vascular  covering  of  the  cornea  is 
incompletely  ])rotective.  Hence  progressive  thickening 
and  the  continued  increase  of  vascularity  to  the  condition 
known  as  _2?a7i'?iii.s*  crassu6-  or  carnoaus.  In  the  less  intense 
cases  one  can  see  buried  in  the  vascular  thickening  a  row 
of  ill-defined,  but  rounded,  feebly  vascular  spots  within  the 
now  lost  upper  corneal  margin,  corresponding  in  situation 
with  the  superficial  formations  already  dealt  with. 
Sections  of  such  thickened  corneae  have  revealed  typical 
follicles.  In  the  most  vascular  and  thickened  cases  one 
can  only  infer  the  probability  of  such  buried  lym])hatic 
areas.  After  the  inflammation  has  subsided  and  the 
surface  has  become  smooth  and  non-staining  an  ap])ear- 
ance  of  quite  diffuse  lymphoid  infiltration  may  be  found 
above. 

(li)  Apart  from  the  above  forms  of  involvement  of  the 
corneal  surface  and  tissues,  the  limbus  conjunctiva^  alone 
may  present  lymphoid  thickening.  There  may  be  a 
continuous   narrow    ring    surrounding'  the    cornea,    but    on 
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careful  examination  this  translucent  rim  is  often  seen  to 
be  made  up  of  partly  or  completely  separate  follicle-like 
elevations.  I  have  seen  this  condition  ahnost  exclusively 
in  recent  follicular  conjunctivitis,  and  have  not  had  an 
opportunity  of  following  up  the  cases,  and  so  do  not  know 
M'hether  they  were  essentially  simple  or  trachomatous. 
In  some  of  the  cases  the  whole  corneal  surface  stained 
feebly  with  fluorescein  and  there  was  ciliary  injection,  so 
that  the  earliest  beginnings  of  active  pannus  were  present. 
In  other  instances  the  cornea  was  perfectly  smooth  and 
did  not  stain.  Diagram  11  shows  this  limbus  thickening 
associated  with  moderate  vascular  ingrowth  over  the 
cornea. 

Upjjer  Marginal  Pitting. — The  permanent  results  of  very 
mild  chronic  pannus  are  very  frequent  in  Bombay  as  a 
slight  extension  downwards  of  the  normal  upper-marginal 
opacity,  which  represents  overlapping  sclera  and  con- 
junctiva. The  abnormal  addition  shades  off  gradually, 
but  usually  evenly,  below.  In  other  cases,  however,  the 
lower  ill-defined  border  is  interrupted  by  a  number  of 
small  sharply  defined  semicircular  indentations  or  bays. 
In  cases  where  the  abnormal  opacity  has  extended  a  little 
further  downwards,  in  place  of  these  bays  or  notches  we 
find  fully  enclosed  round  islands,  less  opaque  than  their 
surroundings.  On  careful  examination  they  are  found  to 
])e  slightly  depressed  below  the  neighbouring  surface,  and 
in  natives  of  India  more  or  less  ])igmented.  This 
pigmentation  is  the  feature  that  draws  one's  attention  to 
the  spots.  In  dark-skinned  individuals  it  ma}'  be  very 
marked,  while  its  feeble  development  or  absence  in  white- 
skinned  races  may  account  for  the  fact  of  the  spots 
having  entirely  escaped  notice  hitherto.  Fine  vessels  may 
always  be  seen  with  the  corni'sd  loupe  passing  down 
between  the  shallow  ])its,  less  connnonly  across  them  also. 
'I'lie  size  of  the  spots  varies  to  the  extent  sliown  in  Diagrams 
rj-lG.  '^Ilieir  numbor  averages  about  half  a  dozen, 
bnt  they  are  often  rather  fewer,  or  rarely  there  may  be  as 
many  as  a  dozen.    The  smallest  formations  at  either  end  are 
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usuallv  ()h1\'  pi^^nu'iit-spots,  not  pitted  at  all.  And  i-arcly 
similar  small  tlark  points  (Diat^Tam  1(>)  arc  tVnind  at  the 
lower  corneal  margin  associated  with  pits  ahovc.  Tin' 
pitting  is  nearly  always  so  slight  as  to  probably  represent 
merely  the  slight  thickening  of  the  intervening  niore  opacpie 
cornea.  In  a  tew  cases,  however,  the  depressions  are  deep, 
and  undonbtcdly  show  considerable  absorption  of  corneal 
tissue.  The  spots  ai'c  rarely  found  ([uitc  unconnected 
with  pannus.  Foi*  instance,  there  is  a  patient  (English) 
attending  here  to-night  who  exhibits  the  spots  feebly 
developed  as  a  consequence  of  interstitial  keratitis.  l^ut 
in  the  vast  majority  of  cases  the  condition  is,  in  my 
experience,  found  associated  with  conjunctival  scaning  or 
other  evidence  of  trachoma. 

As  regards  the  origin  of  the  condition,  it  is  (jiiitc 
certain  that  it  has  nothing  to  do  with  ulceration  <»t  the 
cornea,  which  never  occui's  so  near  the  u))]iei"  conical 
margin  in  pannus.  It  is  noticeable  that  the  larger  ])its 
correspond  in  site  with  the  smallest  of  the  lymphoid 
nodules  above  described,  as  well  as  with  the  buried 
follicles  in  pannus  crassus.  And  lym])liatic  corneal 
nodules  may  be  found  together  with  pitting  (see  Diagrams 
4  and  8).  Earely  a  quite  small  lymph  nodule  seems  to 
spring  from  a  shallow  depression,  leaving  a  boundaiy  lim 
unoccupied.  One  might  suppose  the  pitting  to  be  brought 
about  by  resorption  of  adenoid  formations.  Against  this 
is  the  invariably  small — often  very  snndl — size  of  the 
depressions,  and  the  comparative  rarity  of  at  least  the 
obviously  lymphoid  formations  on  the  cornea  ;  also  the  rare 
occurrence  of  the  spots  apart  from  pannus.  And  the 
incomplete  phase  of  the  condition — the  clear  indentations 
above  mentioned,  unpigmented  and  of  the  same  level  an<l 
appearance  as  the  normal  cHU-nea — requires  no  such 
explanation.  All  that  one  can  say  is  that  mild  chronic 
pannus  in  some  eyes  leaves  a  row  of  small  rouiuled  areas 
unaffected,  or  but  slightly  affected,  and  that  iliese  spots, 
which  \\\[\\  later  show  ])igmentat ic>n  and  abs(>rption  of 
corneal   tissue,   coi'res]t(iiid   with   the  sites    whei'c    lynijdioid 
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formations  first  and  most  frequently  develop.  Diagrams  17 
and  18  show  the  only  two  examples  which  I  have  seen  of 
a  rare  condition  which  appears  confusing  rather  than 
explanatory  with  regard  to  the  origin  of  pitting.  There 
are  defined  pannus-thickenings  of  extraordinary  translu- 
cence,  showing  well-marked  pitting.  Probably  the  clear 
swelling  is  recent,  occurring  in  corneas  already  pitted. 

Pannus-ulceration  and  its  results, — It  is  well  known 
that  ulceration  is  particularly  apt  to  occur  just  within  the 
margin  of  a  sharply  defined  pannus.  This  corresponds 
with  ^'  marginal  ring  ^^  or  "  catarrhal  ^^  ulceration.  Where 
the  process  is  acute  it  tends  to  invade  the  vascular  surface 
to  a  small  extent,  but  usually  eats  away  the  deeper 
tissues  more,  undermining  the  border  of  the  vascular  zone 
of  the  cornea.  This  type  of  ulcer,  occurring  where  the 
vascular  zone  of  cornea  is  still  narrow,  strikingly  recalls 
two  cases  published  by  Andrade^  and  one  by  Grifford,t  as 
examples  of  Mooren^s  ulcer.  Diagrams  19—22  and  26 
illustrate  various  grades  and  phases  of  pannus-ulceration. 

Ulcers  associated  with  pannus  have  a  notable  tendency 
to  leave  clear  depressions,  rather  than  to  fill  up  and  leave 
opacities.  Not  only  rounded  facets  are  thus  formed,  but 
also  extensive  curved  grooves.  The  central  margin  of 
such  a  clear  gutter  is  always  sharply  defined,  and  gene- 
rally shows  a  fine  line  of  opacity  on  examination  within 
the  corneal  loupe ;  the  peripheral  border  is  usually 
rounded  and  ill-defined.  When  the  grooving  is  very 
shallow,  it  commonly  shelves  away  gradually  towards  the 
periphery,  without  any  definite  peripheral  boundary  at  all. 
Fine  vessels  are  seen  on  magnification  I'unning  from  the 
corneal  margin,  sometimes  up  to  the  groove,  sometimes 
underlying  it  also  and  reaching  to  its  central  border. 
Thus  we  have  a  condition  very  similar  to  that  described 
as  left  on  the  healing  of  a  Mooren\s  ulcer.  Some  of  the 
vaj-ied  results  of  past  ulceration  are  seen  in  Diagrams  23-30. 

•   Ann.  di  (Jtinl.,  xxix,  fl,  liioo  (abstracted  in  (^iihlh.  Review,  June.  1^)01). 
f   Klin.  Moniiiahl.   f.    .1 »';/.//.,    xxxvij.   lHiM>   (iihstractod   by    Ncttlcshij), 
(Jjjhth.  Sac.  Trans.,  xxii.  11M)2). 
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Occasionally  in  old- standi n<^"  mild  panniis  the  wlmlc 
of  the  central  corneal  surface  is  uneven,  '^riie  snrface 
presents  numerous  small  facets,  but  they  are  (;ntirely 
without  defined  margins.  It  seems  probable  that  lieie 
there  has  been  absorption  of  corneal  tissue  from  chi-onie 
inflammation,  without  any  stage  of  ulceration  ;  this  is 
comparable  with  the  absorption  of  conjunctival  tissue  in 
the  diffuse  conjunctival  scarring  which  may  be  found 
associated  with  this  corneal  condition. 

As  rare  additions  to  old  pannus  opacity  may  be  nien- 
tioned  localised  surface  thickenings,  possibly  epitheli;il. 
Diagram  31  shows  roughly  one  form  in  slightly  curve(l 
opaque  lines  and  strips,  disposed  almost  radially.  Diagriun 
32  shows  a  large  patch,  sharply  defined  below  only,  slightly 
raised  and  more  opaque  than  the  surrounding  surface. 


78 


IV.   DISf]ASES  OF  THE  IRIS  AND  CILIARY  BODY. 

1.      Cyst  of  the  iris.      ?  Origin. 
By  A.  L.  Whitehead. 

This  occurred  in  a  child,  fet.  4  years,  and  had  gradually 
and  painlessly  increased  in  size  since  first  noticed  2^  years 
previously.  No  known  histoiy  of  inflammation  or  trau- 
matism. 

Description. — The  cyst  occupied  about  one-sixth  of  the 
anterior  chamber,  and  was  situated  in  the  lower  and  outer 
portion ;  its  contents  were  transparent.  It  was  removed 
together  with  the  adjacent  iris.     There  was  no  recurrence. 

The  internal  lining  membrane  is  composed  of  laminated 
epithelium,  and  is  firmly  adherent  to  the  iris  in  part  of  its 
extent. 

{May  bth,  1904.) 


2.  Implantation  cyst  of  the  iris. 
By  A.  L.  Whitkhead. 

Iridectomy  was  performed  in  India  for  recurrent  iritis. 
When  seen  five  months  later,  the  upper  two  thirds  of  the 
anterior  cliamber  was  occupied  by  a  semi-transparent  cyst. 
The  eye  was  very  painful  ;  T  +  '^.  Vision  nil.  Enuclea- 
tion was  ])erformed. 

Dt'Scrijition. — The  cyst  is  lii-mly  adliri-ent  lo  the  cornea 
in  front,  jind    posteriorly  closely  connected   with   the  iris. 


nil'I,.\NTATION    fVST    OV    THK     IWIS.  79 

wliicli  is  tliiiiiiLMl  jiiid  spread  out  so  us  to  loi-iii  thu  extenuil 
wall  of  the  cyst.  Behind  the  iris  the  lens  capsule  is 
adherent  to  the  cyst-wall.  The  internal  lining*  membrane 
is  formed  of  laminated  epithelium. 

A  small  cyst  is  also  present  in  the  ciliary  body,  ])i-(jbal)ly 
a  retention  cyst. 

(May  :)th,  1904.) 
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V.   DISEASES    OF    THE    LENS. 

1.      Subconjunctival  dislocation  of  lens. 

By  Yj.  E.  Henderson. 

Case  1. — G.  P — ,?et.  d2,  admitted  into  the  Royal  South 
London  Ophthahiiic  Hospital,  under  the  care  of  Mr. 
McHardy,  Feb.  23rd,  1903.  The  patient  had  received  a 
blow  in  the  right  eye  from  a  stick  nine  days  previously. 
A  subconjunctival  dislocation  of  the  lens  upwards  was 
diagnosed,  and,  the  eye  being  in  a  state  of  acute  inflam- 
mation, it  was  enucleated.  The  eye  -was  hardened  in  10 
per  cent,  formol  and  bisected  sagittal I3'  through  the  dis- 
placed lens. 

Macroscopical  examination. — There  is  a  tear  in  the 
sclerotic  immediately  above  the  limbus,  leading  into  a 
space  under  the  conjunctiva,  which  contains  the  dis- 
placed lens.  There  is  a  large  blood-clot  in  the  vitreous 
on  the  side  opposite  to  the  rupture,  and  the  choroid  is 
extensively  detached. 

Microsco'pical  examination.  —  The  cornea  shows  no 
change.  The  rupture  in  the  sclerotic  lies  immediately  in 
front  of  the  ciliary  processes.  The  fibres  on  each  side 
end  in  connective  tissue  of  new  formation.  The  iris  is 
torn  through  at  its  base  and  has  ]M'olapsed  between  the 
edges  of  the  wound,  where  it  is  represented  by  a  blood- 
containing  space,  with  some  pigment  cells,  free  pigment, 
and  loose  connective  tissue.  The  lens  lies  outside  the 
sclerotic  in  a  space  the  walls  of  which  are  lined  by 
newly  formed  connective  tissue,  the  cells  of  which  in 
places  contain  pigment  derived  from  the  prolapsed  iris. 
The  capsule  is  entirely  separated,  and  lies  emiiedded  in 
the  anteriijr  wall  of  the  sj)ace   in  front  of   the  lens.      'J'he 


Fid.   17. 


This  is  a  view  under  a  low  power  of  tlir  rupture  in  the  fir.st 

case. 


Fio.   18. 


This  shows  the  separation  of  the  ciliary  body  l»y  Mood-clot, 
and  tlu>  remains  of  tho  iri.<  oxtendiuLT  into  the  rupture. 

(') 


\(^L.  XXIV, 
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lens  fibres  are  indistinct,  separated  from  each  other  and 
infiltrated  by  small  round  cells.  The  ciliary  body,  with 
the  exception  of  a  narrow  band  at  the  anterior  part,  is 
completely  separated  from  the  sclerotic  by  blood- clot. 
The  choroid  is  also  detached  for  about  12  mm.  There  is 
extravasation  of  blood  into  the  supra-choroidal  space,  and 
the  choroid  is  again  detached  on  the  opposite  side.    There 

Fig.   19. 


This  shows  the  rupture  and  a  corner  of  the  space  in  which 
the  remains  of  the  lens  were  lying-. 

is  a  layer  of  blood  corpuscles  on  the  internal  limiting- 
membrane  of  the  retina,  and  a  large  clot  in  the  vitreous. 
Tliere  are  some  retinal  lK\3morrhages. 

Cask  2. — M.  J — ,  xt.  37,  was  admitted  into  tlie  Roynl 
Soiiili  London  ()])hthalmic  Hospital,  under  the  care  of 
.\Ir.  (Jargill,  Aug.  29th,  1903.  Nine  days  ])reviously  the 
patient  strtn-k  ilio  right  eye  against  a  door.  The  right 
eye  was  niucli  injectcMl,  and  presented  a  swelling  at  tlie 
n])])er   margin   of    the  ccn-nca.       The    iris  hero   was  defec- 
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tive.  'riiu  coniea  vv.is  iichulnus  iii  hoili  (^ycs.  'J'lio  eyt' 
was  eniicleiited,  litirdeiied  in  10  pi-i-  cent,  t'orniol,  mikI 
bisected  sagittally  tln-oiitrh  tlie  .swellinL"". 

Macro.scopical  examination. — The  t^lobe  was  tillud  wiili 
bluod,  whicli  liad  contracted  darin<^  the  liardeniiii^  pro- 
cess, causing-  tlu;  irregular  shape  of  the  specimen.      Tliere 

Fkj.  20. 


This  o-ives  a  o-enoral  viow  of  the  site  of  the  rupture  in  the 
second  case.  The  ciliary  body  is  shown  covered  with  altered 
blood-clot.  The  appearance  of  a  wound  in  the  conjunctival 
covering ]^is  probably  due  to  a  fold  at  the  seat  of  section. 

is  a   large  tear    in   the   sclerotic,   immediately  behind  the 
limbus. 

Mlcrnscoplral  (urauii iiatitjii. — The  cornea  contains  in  the 
deeper  layers  some  collections  of  round  cells  and  the 
renuiins  of  vessels.  Descemet's  membrane  is  partially 
detached  and  the  endothelium  has  undero'one  some 
irreo-ular  thickening.  The  rupture  in  the  sclerotic  lies,  as 
in  the  preceding  case,  immediately  in  front  of  the  ciliary 
processes.  The  edges  of  the  wound  are  separated  for 
nearly  2  mm.    by  partially  organised   blood   chu.      ()utside 
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tliis  lies  the  lens  capsule  containing  only  a  small  quantity 
of  disintegrating  lens  matter.  The  wall  of  the  space  in 
which  it  lies  contains  much  extravasated  blood.  The 
posterior  part  of  the  conjunctival  covering  has  been  re- 
moved in  the  process  of  enucleation,  and  it  is  possible 
that  some  of  the  lens  matter  has  escaped  through  this 
opening.  The  iris  is  completely  detached,  and  lies  em- 
bedded in  the  connective  tissue  between  the  sclerotic  and 

Fig.  21. 


This  is  a  more  highly  uiag'iiitied  view  of  the  same  eye. 

lens  ca])sule.  There  is  much  extravasated  blood  in  the 
])Osterior  })art  of  the  supra-choroidal  space.  The  anterior 
part  (jf  the  space  is  obliterated,  and  the  choroid  here  is 
atrophic.  There  is  proliferation  of  pigment  in  the 
anterior  part  of  tlic  choroid.  The  retina,  in  its  anterior 
third,  is  converted  into  a  fibrous  ]);iii(l  in  which  the 
various  layers  of  the  retina  are  unrecognisable.  Pro- 
cesses of  ])igiiieiit  have  passed  in  and  grown  round  the 
vessels.  This  is  due  to  old  clioroiilo-relinitis.  The  jjos- 
terior  part  of  the  retina  contains  some  hiemorrhages. 
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HtiiKLrks. — Tlie  Hrst  eye  })resents  two  exce])tioiiJil  fea- 
tures— the  entire  separation  of  the  lens  from  its  capsule, 
and  the  almost  com])lete  detachment  of   the  ciliary  Ijody. 

The  second  eye  was  presumably  weakened  as  a  result 
of  the  old  inflammatory  processes. 

A  full  description  of  the  theories  that  have  been  enun- 
ciated to  explain  the  mechanism  of  this  injury,  together 
with  its  minute  anatomy  and  remote  consequences  will  be 
found  in  a  pamphlet  by  Miiller."^ 

[Card  sj)ecimen.     Nov.  19th,  1903.) 


2.    Unusual  opacity  affecting  the  posterior  part  of  tJie  lens 

and  capsule. 

By  GusTAVus  Hartridge. 

J.  B — ,  xt.  54.  Attended  the  Westminster  Hospital  in 
January    last    for    gradually    failing    sight.       R.  V.    -■^^, 

IJ.     V     .        ^Q. 

After  one  application  of  homatropine  and  cocaine  an 
ophthalmoscopic  examination  revealed  the  following  con- 
dition. 

Right  eye,  a  few  cortical  stria.  Fundus  appears 
normal. 

Left  eye,  anterior  part  of  lens  clear,  but  on  the  pos- 
terior surface  are  a  number  of  opacities  radiating  from 
the  posterior  pole  of  the  lens.  These  are  so  regular  in 
appearance  and  refract  light  in  such  a  way  as  to  suggest 
folds  in  the  posterior  capsule  of  the  lens  rather  than 
opacities  of  the  posterior  ])art  of  the  cortex  (^f  the  lens. 
Details  of  fundus  not  visible. 

*    Uher  Riiptur  de  Conieo-scleralkapsel  durch  Htnmp/c  v*;rletzung,  Leip- 
zig und  Wien,  1895. 
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Most  of  the  members  of  the  Society  who  saw  the  case 
agreed  that  the  appearances  were  produced  by  folds  and 
opacity  of   the  posterior  capsule  of   the  lens. 

(Fehniarij  llfli,  1904.) 


3.   Maldevelopment   of  suspensory  ligament  of  lens  in  both 

eyes. 

By  R.  Marcus  Gunn. 

This  patient  came  to  Moorfields   Eye  Hospital  recently, 
with  visual  difficulties   indicating   an    error   of  refraction. 

Fig.  22. 


After  the  use  of  atropine,  the  following  condition  was 
found  in  each  eye  : — 

There  is  evidently  an  ectopia  lentis  downwards.  The 
upper  equator  of  the  lens  is  visil)le  ;  instead  of  being 
convex,  it  presents  an  irregular,  roughly  horizontal  edge, 
with  one  or  two  sharply  pointed  projections  at  intervals. 
On  each  side  of  a  projection,  the  edge  of  the  lens  slopes 
sharply  towards  tlie  centre,  so  as  to  leave  a  concavity 
between  one  prominence  Jind  tlic  next:  encli  snch  con- 
cavity resembles  a  colo))oma  lentis. 

To  tlif   ;ip('X  of  tlic  pivtjcftion  tlKM'c   is  nttncliod  m  sninll 
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band  of  fine  fibres  of  the  siispens(jry  ligament.  Xo 
evidence  ot"  these  fibres  is  found  wliere  a  concave  ed«re 
occurs,  ])iit  they  are  again  present  when  the  equator  of 
the  lens  is  beginning  to  assume  its  normal  form  at  each 
extremity  of  the  horizontal  edge. 

The  a])pcarances  here  present  sup|)ort  the  view  that 
the  shape  and  position  of  the  lens  are  dependent  upon 
the  traction  exerted  by  the  suspensory  ligament.  It 
supplements  a  case  formerly  exhibited  by  me  and  des- 
cribed in  our  Transactions  (vol.  ix,  ]>.  166).  (See  also 
remarks  in  Ophthalmic  Review,  vol.  viii,  p.  234;  and 
Treacher  Collins'  Researches  info  the  Anatomy  and  Pafh- 
ologij  of  tJie  Eye,  pp.  6 — 12.) 

(Card  specimen.      March   lOth,  1904.) 


4.    Umtsnal  sequence  to  cataract  e.rtraction. 

By  W.  C.    ROCKLIFFE. 

On  December  10th,  1903,  Charles  S— ,  fet.  78  years,  a 
somewhat  decrepit  old  man,  was  admitted  to  the  Hull 
Royal  Infirmary  with  double  ripe  senile  cataract. 

December  11th,  1903. — Right  lens  extracted  (uncompli- 
cated, except  that  the  cornea  became  infundibulated, 
and  it  was  noted  during  the  dressing  there  was  '^  some 
muco-purulent ''  discharge  at  the  left  inner  canthus). 

December  13th. — Cicatrix  perfectly  healed,  A.  C. 
re-formed,  cornea  slightly  striated,  very  slight  chemosis. 
Ordered  irrigation  Hyd.  l^erchlor.  1  :  2000  every  3  hours. 

December  14th. — Considerable  muco-purulent  discharge 
of  a  filmy  nature.  Cicatrix  unhealthy  appearance ;  not 
purulent  ;  cornea  more  opaque  ;  very  little  conjunctival 
injection.  Ordered  :  all  dressings  to  be  removed  ;  atro- 
pine 1  d.,  continue  irrigation,  vaseline,  quinine,  iron,  stout, 
and  port  wine. 
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December  loth  (fourth  day). — The  upper  and  lower  lids 
were  lined  hy  a  thin  irash-leathery-lookinri  membrane 
(?  diphtheritic),  completely  glueing  them  to  the  globe, 
and  removable  only  by  force.  The  cornea  was  losing 
polish,  and  becoming  dry,  and  the  lower  half  was  sur- 
rounded by  a  zone  of  the  same  wash-leathery  membrane 
about  2  mm.  wide. 

December  16th. — The  eyelids  were  firmly  glued  to  the 
globe  ;  the  greater  portion  of  the  glutinous  non-purulent 
discharge  was  washed  away  by  irrigation.  The  palpe- 
bral conjunctiva,  however,  remained  lined  by  the  same 
tough  membrane,  removable  by  forceps  only  in  large 
flakes  with  a  tendency  to  bleed.  Cicatrix  grey,  but  not 
purulent.  Cornea  less  transparent ;  no  pink  zone  or 
chemosis.      General  health  good. 

December  17th. — Cornea  more  opaque  ;  edges  of  lids 
slightly  inflamed. 

December  18th. — The  wash-leathery  zone  of  membrane, 
about  2  mm.  wide,  now  surrounds  the  whole  cornea 
(cicatrix  excepted)  and  lines  both  upper  and  lower  lids. 
The  coloboma  and  pupil  of  iris  becoming  more  opaque 
and  yellow  ;  practically  no  chemosis,  swelling  of  lids,  or 
discharge. 

December  20th  (nine  days  since  the  extraction  and  five 
days  since  first  appearance  of  wash-leathery  membrane). — 
There  was  still  no  discharge,  and  the  membrane  surround- 
ing the  cornea  had  entirely  disappeared.  There  was 
hardly  any  congestion  of  the  conjunctiva  and  no  chemosis. 
Lower  portion  of  cornea  only  hazy,  but  not  striated. 
Coloboma  and  pupil  more  opaque,  deep  yellow  colour. 

December  25th  (five  days  later). — The  whole  cornea  now 
()})aque,  some  slight  chemosis,  but  no  {'f  diphtheritic) 
membrane  of  lids  or  conjunctiva. 

December  27th. — Corneal  e])ithelinm  exfoliating,  1*.  1j. 
only.  Anticipating  the  eye  was  hjst,  I  re mj nested  the 
House  Surgeon  to  excise. 

December  28th  (seventeenth  day  since  extraction). — 
Kxcision    (House    Surgeon    re])ort)  :     "Cicatrix    ])erfectly 
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liealt'd  ;  jiiit.  ciiid  post.  chuiiibLT  liuallliy,  \n>  j)us  or  lymiili 
in  either  ;  thick  opaque  ca.j)suhir  remains  blocking  pupii 
and  coloboma ;  iris  much  thickened." 

Durint^  tlie  whole  of  the  above  period  there  was 
practically  no  swelling  or  oedema  of  lids  ;  very  little  con- 
gestion or  chemosis.  '^P.  n.,  no  pain;  general  health  good. 
Temperature  normal. 

Portions  of  the  membrane  lining  the  lids,  I'tc,  were 
submitted  to  the  Clinical  Research  Association,  icho  reported 
January  4th,  1904  :  "  Sections  of  this  specimen  present 
the  appearance  of  a  network  of  fibre,  entangled  in  the 
meshes  of  which  are  numerous  small  round  cells.  There 
is  no  organised  tissue  from  the  mucosa,  and  the  diph- 
theritic bacillus  cannot  be  found,  l)ut  from  its  structure, 
however,  the  material  might  be  di])htheritic." 

As  possibly  having  some  bearing  on  the  case,  1  might 
again  refer  to  the  patient's  great  age,  78,  and  his  some- 
what decrepit  condition.  The  slight  muco-purulent  dis- 
charge from  left  canthus  noticed  on  dressing  right  eye 
after  extraction,  and  therefore  possibly  unnoticed  in  the 
right  before  extraction,  and  the  fact  that  there  was  a  case 
of  gonorrhoeal  ophthalmia  and  also  one  of  trachoma  in  the 
ward,  all  complicated  the  case,  while  the  fairly  healthy 
report  after  excision  caused  me  some  regret  that  1  had 
given  instructions  for  the  eye  to  be  excised. 

It  has  been  my  privilege  to  extract  many  hundred 
cataracts,  but  this  is  a  unique  sequence  in  my  experience 
and  I  shall  be  glad  not  only  to  have  the  experience  of 
other  members,  but  also  their  opinion  as  to  what  this 
condition  was,  and  to  what  it  was  probably  due. 

The  eye  was  prepared  for  operation  as  usual,  with  w 
carbolic  pad  the  previous  twenty-four  hours,  all  instru- 
ments were  sterilised  and  ]:)laced  in  1  in  20  carbolic  and 
sterilised  dressings  were  ajiplied,  every  nurse's,  assistant's, 
and  my  own  hands  being  thoroughly  washed  and  placed  in 
boracic  before  operating  or  dressing. 

{Mai/  oth,  1904.) 
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^Ir.  Sydney  Stephenson  remarked  that  he  noticed  that 
on  the  second  da}'  afterwards  Mr.  Rockliife  ordered 
irrigation  of  the  eye  by  perchloride  of  mercury  of  a 
strength  of  1  in  2000  every  three  hours.  Was  it  too  much 
to  suggest  that  the  curious  condition  of  the  conjunctiva 
two  days  after  that  commenced  was  connected  in  some 
way  with  so  strong  a  solution  of  perchloride  ? 

Mr.  RocKLiFFE  replied  that  he  did  not  see  why  per- 
chloride should  have  anything  to  do  with  the  condition. 
The  reason  he  ordered  the  irrigation  on  the  second  day 
was  that  the  cicatrix  did  not  look  healthy,  and  it  seemed 
as  if  it  might  suppurate. 


PLATE  1. 

Illustrates  Mr.  R    W.  Doyne  and  Mr.  Sydney  Stephenson's 
paper  on  Retinitis  Circinata  (p.  91). 
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Fio.  1. — Right  eye. 


Fig.  2.— Loft  eye. 


.Idlarii  !^  Son,   Imp. 
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\  1.    DiSKASKS    or    TliK    liETLXA    AM)   CIK JliOlli. 

1.    Jiincosr  rrnt.s   ni    flu     ntuKi. 

Sliowii  ])y  ]?.  A\'.  DoYNK. 

Chahlks  W —  came    to    tlic    C)xtoi-(l    Eve    Hospital  com- 

,    K.  -6 

plaining  of  t'ailuiv  of  sight    in    the  right  eye.       ^  •  i      *\\^ ■ 

I  J.     ^ 

There  was   evidence  beh)\v  the  disc  of  venous  thrombosis, 

and  there  was  in  several  of  the  veins  evidence  of  varicosity, 

but  in  the  unaffected  eye  the  veins  are  markedly  varicose 

{ridr     drawings).        In    the    right    eye    the    vessel    seen 

apparently  continuous  with   the  upward  artery  is  a  vein, 

the  artery  being  seen  below  antl  to  the  outer  side,  where 

it   frequently  can  be  seen  beating  synchronously  with  the 

pulse    with    jerky    pulsation    peculiar   to   arteries.        This 

lower  artery  is  the  only  one  that  pulsates. 

(Ortohpy  29///,   1003). 


2.    H<fi}iih's  cirriudtn. 
By     \{.    \V.     DoVNK    AM>    SVDNKY    StEI'HKNSON. 

Eliza  C — ,  jet.  77  years,  was  first  seen  on  October  9th, 
1903. 

About  four  years  ago  the  patient  was  nitacked  by 
infiuenza — a  malady  that  confined  her  to  bed  for  (Hie 
month.  During  recovery  frcnn  the  illness  her  sight 
suddenlv  failed — that   is   to    say,    so   far    as    her   j)ower   of 
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reading  was  concerned.  She  noticed  that  things  looked 
small.  For  example,  the  fireplace  in  her  bedroom,  she 
saySj  appeared  to  be  a  long  way  off,  because  it  seemed  so 
tiny.  Although  vision  has  fluctuated  a  little  since  it 
failed,  yet,  on  the  whole,  it  has  become  progressively 
worse.  The  eyes  have  occasionally  been  red  for  a  day  or 
two.  During  the  last  month  the  patient  complains  that 
she  has  seen  (asleep  or  awake)  such  curious  appearances 
as  faces,  pigeons,  blue  lamps,  and  animals  of  various  kinds, 
coming  and  going  before  her  eyes. 

R.  V.  =  fingers  at  6  inches.  L.  V.  =  -^q.  T.n. 
Well-marked  arcus  senilis. 

Bight  Eye. — The  central  region  of  the  fundus — i.  e.,  the 
parts  about  the  yellow  spot  region — is  encircled  by  a  whitish 
area,  made  up  of  innumerable,  glistening,  white  dots, 
mostly  confluent,  and  lying  beneath  the  retinal  vessels. 
These  spots  can  be  seen  with  a  +  2  D.  lens.  The  area 
they  enclose  is  of  a  cloudy-grey  colour,  and  contains 
towards  its  upper  and  inner  part  a  darker,  oval  patch, 
perhaps  representing  a  hemorrhage  in  process  of  absorp- 
tion. The  patch  can  be  focussed  with  a '+  6  D.  lens,  and 
is  therefore  somewhat  raised.  It  may  possibly  be  a 
choroidal  haemorrhage  undergoing  retrogressive  changes. 
It  is  to  be  noted  that  no  actual  haemorrhages  or  evidences 
of  vascular  disease  can  be  made  out. 

Left  Eye. — The  fundus  changes  in  this  eye  are  much  less 
pronounced.  They  comprise  (1)  a  cloudy-grey  patch  in 
the  central  region  of  the  fundus,  (2)  several  confluent  and 
discrete  glistening  white  spots  at  the  periphery  of  the 
central  patch,  and  (3)  a  certain  number  of  blotchy  pigment 
spots,  also  situated  at  the  circnmf(^rence  of  the  central 
cloudy  area. 

No  evidences  of  arterial  high  tension.  Urine  1025^ 
acid,  no  albumen  or  sugar.  {October  29tli,  11)03.) 
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8.    Sarcoma    of    fJic    cJioroid    In    an    cije   (iffrrtcd    nitli    t/ro.ss 
choroiditis  of  an  earlier  date. 

By  K.  Nkttlksiiii'. 

I  SAW  Miss  \j-  (vol.  XXX,  p.  183)  in  May,  1894,  wlioi 
sht'  was  twenty-four  years  old.  Her  right  eye,  useless  or 
blind  for  many  years,  had  lately  been  very  ])ainful  ;  und 
the  left  eye  had  become  irritable  and  intolerant  of  use. 

The  condition  was  as  follows:  Right,  no  p.  1.,  T.  +  1, 
cornea  hazy,  some  bulging  in  the  ciliary  region,  anteri(_)r 
ciliary  vessels  in  the  lower-outer  part  extremely  engorged 
as  in  some  cases  of  intra-ocular  tumour.  L.  Hm.  0"75, 
V.  |,  all  parts  healthy. 

A  few  days  later  (May  24th)  I  excised  the  right  eye.  In 
1900  (six  years)  she  was  apparently  quite  well,  but  I  have 
not  succeeded  in  tracing  her  since  that  year. 

Miss  L —  had  one  half-sister,  who,  at  the  time  above 
noted,  was  said  to  be  healthy  ;  no  other  family  history- 
was  obtainable. 

Miss  L —  stated  that  when  about  twelve  years  of  age 
she  was  ill  for  a  year  of  "  peritonitis "  ;  that  then  nu 
abscess  formed  in  the  pubic  region,  which  burst  and 
healed;  and  that  since  that  event  she  had  been  (piite  well 
except  as  regards  the  eye.  Menstruation  began  when  she 
was  fifteen,  and  at  about  that  time  the  sight  of  the  right 
eye  was  found  to  be  defective,  but  the  true  date  of  com- 
mencement of  the  e3'e  mischief  could  not  be  ascertained. 

kSoon  after  the  defect  was  discovered  the  eye  was  ex- 
amined by  Mr.  A — ,  who  diagnosed  ^^  detachment  of  the 
retina,"  examined  the  urine  and  said  there  was  no  kidney 
disease.  vShortly  after  this  Mr.  B —  said  there  was  "  blood 
in  the  eye,"  and  Mr.  C —  thought  the  disease  might  be 
tubercle,  but  did  not  advise  immediate  excisic)n.  Liiter  on 
cataract  formed,  and  she  saw  Mr.  D —  in  Paris  and  Mi-. 
E —  in  London,  neither  ot  whom  adviseil  removal  cither  of 
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the  cataract  or  the  eye.  The  eye  gave  no  trouble  for  the 
next  few  years,  i.e.  until  shortly  before  I  saw  her,  when, 
without  any  evident  reason,  it  became  painful,  and  Mr.  F — , 
in  Brussels,  advised  immediate  enucleation. 

Mr.  Holmes  Spicer  made  an  outline  sketch  of  the  globe 
immediatelv  after  removal,  too'ether  with  the  following^ 
note:  ^^On  the  temporal  side  a  large  staphyloma  extends 
from  just  behind  the  external  rectus  almost  to  the  optic 
nerve  ;  two  very  large  vente  verticosse  are  seen  on  its 
outer  surface.  On  opening  the  globe  the  staphyloma  is 
found  to  consist  of  a  solid  brown  mass  whose  base,  co- 
extensive with  the  bulging  of  the  sclerotic,  extends  from 

Fig.  23. 


KCl." 


Section  of  the  tumour  and  its  coverings,  slightly  enlarged 
(section  imperfect  below).  sd.  Sclerotic.  a.  Offshoot 
from  tumour  passing  almost  through  sclerotic,  h.  Marginal 
part  of  tumour,  nearly  free  from  vessels,  b'  Angiomatous 
portion  of  tumour,  c.  Stratum  containing  cholesterine  be- 
tween tumour  and  sclerotic,  d.  Fibrous  stratvim  between 
tumour  and  retina. 

1  mm.  behind  the  ova  ,serrata  to  within  3  or  4  mm.  of  the 
().  I).;  it  occupies  about  half  the  cavity  of  the  globe,  and  has 
a  maxinmm  thickness  of  10  mm.;  its  cut  surface  looks 
spongy,  as  if  the  structure  were  na}void.  Ketina  detached 
up  to  ffra  serrata.''  The  front  of  the  eye  was  not  kept, 
l)ut  1  liave  lately  made  sections  from  \hv  ])Osterior  halt, 
including  the  greater  part  of  the  tninoin-. 

To  the  naked  eye  the  sections  show  niinicrous,  relatively 
large  spaces  (Fig.  2-),  h).  The  sclerotic,  though  very  mmh 
thinned  over  the  most  prominent  part,  is  found,  when  magni- 
litMl,tobe  not  actually  ])erforated  anywhere  ;  but  at  the  s])ot 
(I  (Fig.  2'^)  a  minute  mass  of   tumour  substance  occupies  a 
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littlu  pocket  ill  tlie  sclei-a  prcjbably  formed  by  dilatiition 
jironnd  a  perforatiiio^  vessel,  and  near  to  it  are  two  iiiifm- 
scopic  infiltrations  in  the  snbstance  of  tlie  sclera.  The 
intra-ocular  surface  of  the  tumour  is  smoothly  undulating-. 
Microscopically,  the  tumour  is  found  t(j  consist  for  the 
most  part  of  round  or  round-oval  unpigmented  sarcoma 
cells,  with  medium-sized  nuclei  and  Ijut  little  protoplasm 
(Figs.  24  and  25  )  ;  but  in  some  places  the  cells  are  spindle- 
shaped  and  pigmented.  The  greater  part  is  permeated  by 
wide  blood-spaces  (Fig.  26,  h)  ;  and  these  are  separated 
from  the  tumour-cells  by  only  one  or  two  layers  of  very 
elongated    cells   which,    when     seen    edgewise,    look    like 

Fig.  2i. 
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Showinj^  the  charactor  of  the  cells  that  form  the  chief  part 
of  the  tiiinoiir.      x   ;3(H). 

fibres;  the  blood-spaces  are  so  numerous  as  to  give  the 
growth  the  almost  cavernous  character  before  mentioned. 
Midway  between  the  blood-vessels  the  tumour-cells  are 
larger  (contain  more  protojilasm)  (Fig.  24),  and  at  the 
centre  of  some  of  these  avascular  areas  are  groups  of 
spherical  pigmented  cor])Uscles ;  similar  pigment  masses 
are  also  found  close  to  the  walls  of  many  of  the  vessels. 
The  periphery  of  the  base  of  the  tumour,  ])resumably  its 
youngest  part,  where  it  thins  out  into  the  choroid,  consists 
entirely  of  unpigmented  small  cells,  and  contains  but  few 
vessels  (Fig.  28,  h). 

ihit  the  specimen  is  peculinr.  imt  so  much  in  furnishing  jni 
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example  of  angiomatous  sarcoma,  as  because  the  out'er  and 
inner  surfaces  of  the  tumour  are  each  covered  to  a  large 
extent  by  a  stratum  of  structure  totally  unlike  that  of  the 


Fig.  25. 


Showing  the  layer  of  dense  fiV)rous  tissue  coverinjj^  the  inner 
(n'tinal)  surface  of  the  tumour.  o.  Tumour  cells.  J). 
Fi))rou.s  layer,  enclosin«^  remains  of  pig-mented  epithelium. 
r.  Lamina  elastica  of  choroid,  appearin*^  as  a  very  convoluted 
hi<^hly  refi-actin<.(  line  just  l)eneath  the  surface  of  the 
tumour.      X  2(K). 


mass  itself,  Jind   ajipai'ditl}'  the  result  of   iiilhiimiint  ion,  oi* 

)K'ili!i])s  of  co])i()Us  litemorrliage,  befoi'e  the  sarcomn  hcuan. 

Of  these   two    strata   the   outer   one,  lyin^-  between   the 
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sarcoma  and  the  sclerotic,  and  sharply  marked  oft"  from 
both,  is  irregularly  laminated  and  permeated  by  numerous 
spaces,  wliich  have  the  form  of  thin,  wedge-shaped 
crystals,  and  were  no  doubt  occupied  by  cholesterin  until 
the  specimen  was  put  into  alcohol  (Fig.  23,  c,  Fig.  2G,  a, 
and  Fig.  27).  The  layers  of  this  stratum  nearest  the 
sclerotic    are    much    pigmented,    the    remainder   less   so  ; 

Fig.  2fi. 


a.  Cholesterine-bearing  layer  of  old  laminated  stnicture  on 
scleral  surface  of  the  sarcoma,  h.  The  tumour,  with  numer- 
ous blood-spaces,  c.  Situation  of  sclerotic.  (Photograpli 
by  Mr.  J.  Herbert  Parsons.) 


the  stratum  contains  neither  blood-vessels  nor  staininir- 
cells  ;  it  covers,  in  varying  thickness,  the  greater  part  of 
the  tumour,  being  quite  absent  only  over  the  marginal, 
comparatively  avascular,  periphery  (Fig.  23,  />),  and  over 
the  most  prominent  central  part,  where  the  sclerotic  is 
extremely  thin,  and  in  direct  contact  with  the  sarcoma. 
This  cholesterine-bearing  stratum  varies  in  thickness  from 
less  than  0*5  mm.  to  fully  2  mm.  (Fig.  23). 

VOL.  xxiv.  .  7 
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The  Other  stratum,  ly^^^o  between  the  sarcoma  and  the 
disorganised  retina  (Fig.  23,  d),  is  thinner,  less  extensive 
and  has  the  structure  of  dense,  wavy  fibrous  tissue,  with 
scattered  oval  nuclei  (Fig.  26,  b,  Fig.  28,  a)  ;  large  masses  of 


Fig.  27. 
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A  sniull  portion  of  the  layer  a  in  Vig.  2(5,  more  ni.'i<)^nified.  It 
contains  much  l)rown  pi<j^mont  (from  the  lamina  supra- 
choroidea),  })nt  no  niiclei  and  no  blood-vessels,  scl.  Situ- 
ation of  sclerijtic.  The  sclerotic  at  this  part  is  thinned,  but 
healthy  in  structure.  TIk'  fij^-urc  from  top  to  bottom  in- 
cludes about  lialf  tlie  thickness  of  the  layer.      x   2(K). 

])igment  (remains  of  retinal  epithelium)  are  imprisoned  at 
many  ])laces;  there  are  no  vessels.  This  stratum  of  fibrous 
tissue  extends,  as  a  definite  structure,  over  perhaps  one 
fourtli  or  one  tliii-d   of   tlie  sui'face  of   the  growtli,  and   is 
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thickest — tiiHy  1  inm. — at  alxjut  the  centre  ;  ])ei-i))lierally 
it  passes  into  a  thin,  structureless  membrane  bearin^f  tlie 
pigmented  epithelium  upon  its  inner  (retinal)  surface 
(Fig.  28,  h).  This  e])ithe]ium-bearing  membrane  seems  at 
first  sight  to  represent  the  elastic  lamina  of  the  choroid, 
but  the  latter  structure  is  in  reality  separate  from  it,  being 
tracenblo,  with  iiitei-rnptions,  from  one  side  of  the  tumour 


^-/•■^ 


a.  Fibrous  stnituui  ou  inner  suri;ic(.'i)t'  ^^rowtli.  h.  Epithulium- 
and  "  colloid  "-bearin*;^  layer  from  which  a  appears  to  have 
been  derived,  c.  Tumour.  (Photoj^-raph  by  Mr.  J.  Herbert 
Parsons.) 

to  the  other,  as  a  very  undulating,  highly  refracting  line 
which  lies  for  the  most  part  in  the  substance  of  the 
sarcoma  close  to  its  inner  surface  (Fig.  25)  ;  towards  the 
margin  of  the  tumour  the  elastic  lamina  and  the  membrane 
bearing  the  epithelium  meet,  coalesce,  and  jiass  on  together 
to  the  choroid  (Fig.  29). 

The  choroid  beyond  the  limits  of  the  sarcoma  shows 
but  little  of  its  normal  structure  and,  though  thickened  in 
some  places  as  if   from  previous  inflammatory  oedema,   is 
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essentially  in  a  state  of  fibrous  atrophy.  The  optic  nerve, 

cut    about    3   mm.    behind    the    lamina  crihrosa,    is    not 

obviously     diminished    in    bulk,    but    is  atrophied     and 

Fig.  29. 


c...     \ 


a.  Tumour,  b.  Faintly  laminated  layer  (shown  also  as  b  in 
Figs.  25  and  28)  boarinp^  the  pigmented  retinal  epitheliiuii 
(here  much  degenerated)  on  its  inner  surface.  c.  Lamiud 
elastica,  separating  at  x  from  the  epithelium-bearing  layer 
h,  and  becoming  attached  to  the  tumour,  into  which  it 
passes  further  on,  as  shown  in  Fig.  25.      x   about  200. 

composed  chiefly  of  hbrous  trabecular.  Its  ])ial  sheath, 
close  to  the  sclerotic  on  the  side  of  the  nerve  nearest  to 
the  tumour  (the  circumference  of  which  is  iiere   only  3  or 
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4  mm.  away),  contains  a  number  of  stained  cells  resembling 
those  of  the  tumour,  and  some  cell-groups  having  a  similar 
appearance  are  seen  also  in  the  adjacent  part  of  the  nerve 
itself.  The  nerve  contains  in  addition  many  pigmented 
bodies  and  granules,  the  large  ones  being  near  the  lamina 
crihrosa,  the  smaller  ones  and  the  loose  pigment  granules 
chiefly  towards  the  proximal  (cut)  end ;  the  significance 
of  this  pigmentation  of  the  optic  nerve  seems  doubtful. 

Apart  from  this  questionable  infection  of  the  optic 
nerve  and  its  pial  sheath  the  only  evidences  of  diffusion 
are  those  already  mentioned  in  the  sclerotic  and  a  small 
outlying  focus  found  in  the  choriod  near  to,  but  quite 
separate  from,  the  margin  of  the  tumour. 

It  is  impossible  to  say  precisely  either  what  the  early 
changes  in  this  case  were  or  what  was  the  order  of 
events.  The  presence  of  cholesterine  in  the  laminated 
substance  lying  on  the  outer  su^rface  of  the  tumour  is 
strongly  suggestive  of  copious  subchoroidal  haemorrhage 
as  one  of  the  early  occurrences.  But  the  relation  in  time 
between  such  a  haemorrhage  and  the  inflammatory 
thickening  of  the  inner  surface  of  the  choroid,  as  well 
as  the  nature  of  that  inflammation,  must,  I  think,  remain 
undecided  ;  the  history  of  a  long  abdominal  illness  ending 
with  an  abscess' is  suggestive  of  tubercle,  but  we  cannot 
say  more.  Nor  is  it  possible  to  determine  when  the 
sarcomatous  growth  began  in  this  damaged  choroid, 
though  we  may  safely  infer  from  the  clinical  history  that 
the  tumour  had  grown  rapidly  during  the  few  months 
immediately  preceding  the  removal  of  the  globe. 

{Octohrr  2dfh,  1903.) 

The  President  said  the  condition  was  an  extremely 
rare  one,  and  probably  few  Fellows  had  had  the  oppor- 
tunity of  seeing  a  similar  one. 

Mr.  J.  Herbert  Parsons  regarded  the  case  as  a  rare 
condition,  judging  by  the  literature  of  the  subject,  and 
some  stress  should  be  laid  on  it.  There  was  a  fairly  well 
known  group  of  cases  of  sarcoma  of  the  choroid  associated 
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with  phthisis  bulbi,  but  Mr.  Nettleship's  case  apparently 
belonged  to  a  different  group.  Fuchs,  in  1882,  refers  to 
sarcoma  of  the  choroid  with  cholesterine,  but  all  these 
cases,  none  of  which  were  his  own,  were  doubtful  from 
the  point  of  view  of  malignant  growth.  The  present  case 
was  probably  unique,  and  belonged  to  a  different  categor}- 
from  those  collected  by  Leber  and  Krahnstover  in  a  paper 
which  had  now  become  more  or  less  classical ;  these  were 
associated  with  shrunken  globe.  In  nearly  all  of  them 
there  was  coincidence  of  some  definite  cyclitic  change. 
Mr.  Xettleship^s  case  was  peculiar  in  that  long-standing 
choroiditis  was  the  essential  feature.  It  was  very 
important  such  cases  should  be  reported  when  they 
occurred.  The  only  ones  he  remembered  at  all  like  it 
were  those  in  which  there  was  a  large  amount  of  necrosis 
in  sarcomatous  growths,  and  it  was  possible  that  it  might 
be  associated  with  inflammatory  changes. 


4.    A  Cfl.vp  of  tumour  of  flir  choroid  asb-ociated  u-itJi  iritis. 
By  J.  Hkkbekt  Fisher. 

I  have  put  together  the  following  brief  account  of  a 
case  of  intra-ocular  sarcoma  of  choroid  which  was 
accompanied  by  iritis,  as  it  may  serve  to  some  extent 
to  supplement  the  paper  which  Mr.  Nettleship  has  just 
read  before  the  Society,  and  Mr.  Nettleship  is  himself 
familiar  with  my  case,  having  been  kind  enough  to  nuike 
a  careful  pathological  examination  of  the  eyeball  which  I 
removed.  In  his  case  a  choroidal  growtli  was  accom- 
pjiiiied  by  choroiditis,  in  mine  l)y  inilaiiiniiition  furtlicr 
forward  in  the  same  tunic,  the  iris  being  involved. 

Mrs.  (i — ,  a't.  54  years,  was  seen  only  once  l)y  me,  on 
October  ."ith,  1902,  on  wliich  day  I  excised  her  left  eye. 
She  had  been  told  six   yeai's  befoi-e  that   this  eye  was    the 
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siiljject  of  a  detacliment  of  retina,  and  a  cataract,  complete 
at  tlie  time  I  saw  her,  had  gradually  formed.  There  was 
a  dim  recollection  of  a  blow  which  had  caused  severe 
bruising  of  one  eye  and  temple,  thought  to  be  the  left, 
many  years  previously.  For  some  months  before  I  saw 
Mrs.  G —  her  left  eye  had  been  inflamed  and  ])ainful 
with  very  little  remission,  and  her  general  condition  had 
suffered  in  consequence. 

AVlien  1  saw  her  the  left  eye  showed  much  general 
injection  and  she  was  complaining  of  severe  pain.  The 
iris  was  discoloured  and  its  vessels  dilated  ;  the  pupil  semi- 
dilated  was  occupied  by  inflammatory  membrane  ;  the 
A.  C.  shallow  ;  T.  slightly  +  and  said  by  her  doctor  to  have 
been  higher  than  on  the  day  of  my  visit ;  the  lens  was  quite 
opaque  and  yellowish  in  colour.      The  eye  had  no  P.  L. 

The  right  lens  showed  a  few  stria.^  of  opacity,  otherwise 
this  eye  was  found  to  be  normal. 

I  excised  the  left  eye,  and  the  patient^s  general 
condition,  I  afterwards  learnt,  improved  satisfactorily. 

After  hardening  the  specimen  in  formol,  Mr.  Nettleship, 
on  section  of  the  globe,  found  the  retina  completely 
detached  and  the  subretinal  fluid  coagulated  to  an  apple- 
jelly-like  substance.  Many  microscopical  sections  were  cut, 
and  proved  the  presence  of  a  choroidal  growth  near  to  the 
optic  nerve  entrance,  but  not  involving  it  ;  the  base  of  the 
tumour  was  rather  wide  and  a  narrower  stalk  connected  it 
with  the  head  of  the  growth,  which  extended  into  the  sub- 
retinal  space.  The  tumour  was  a  small  *one  ;  it  contained 
many  vessels  and  some  extravasations  of  blood  among  the 
s])indle-shaped  cells  of  which  it  was  mainly  composed  ;  it 
was  pigmented,  but  in  no  part  very  densely  so;  in  many 
places  the  cells  of  the  tumour  had  undergone  degenerative 
changes  and  took  stains  badly.  In  one  section  a  tube  of 
tumour-cells  in  continuity  with  the  growth  was  seen  to 
obliquely  perforate  the  sclerotic  a  short  distance  from  the 
porus  opticus  ;  these  cells  a])])eared  to  have  availed  them- 
selves of  the  aperture  by  which  one  of  the  ciliary  nerves 
gained  the  interior  of  the  eyeball.      The  anterior   part  of 
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the  choroid  was  quite  healthy,  so  that  the  growth  was 
separated  by  a  long  interval  from  the  ciliary  region  and 
iris ;  the  microscopic  sections  showed  the  inflammatory 
changes  in  the  iris  and  pupil  which  had  been  observed 
clinically. 

Four  cases  of  sympathetic  inflammation  attributed 
to  intra-ocular  growth  were  collected  by  the  Committee 
appointed  by  this  Society  in  1886  :  there  was  not  one  in 
which  all  possibility  of  perforation  of  the  globe  could  be 
excluded.  Mr.  Nettleship^s  case  and  my  own  brought 
forward  to-night  seem  to  show  that  a  choroidal  growth  at 
least  predisposes  the  eye  in  which  it  is  contained  to  in- 
flammation in  its  uveal  tract ;  on  the  question  of  whether 
such  iritis  or  choroiditis  possesses  the  property  of  being- 
able  to  reproduce  itself  in  the  fellow  eye  neither  case 
seems  to  throw  any  light.  It  is  interesting  to  observe, 
however,  in  my  own  case  that  the  column  of  tumour-cells 
discovered  to  occupy  the  track  of  a  ciliary  nerve  may 
perhaps  be  considered  to  represent  a  potential  perfora- 
tion, but  in  such  a  situation  that  it  would  not  allow  of 
the  entrance  into  the  globe  of  any  extraneous  organisms. 
The  right  eye  of  Mrs.  G — ,  however,  showed  no  signs  of 
any  disease  that  could  be  regarded  as  of  the  nature  of  a 
sympathetic  inflammation ;  had  it  done  so,  the  case  might 
have  been  cited  in  evidence  against  Deutschmann's  theory 
on  the  origin  of  sympathetic  inflammation.  Taken,  how- 
ever, in  conjunction  with  the  recorded  cases  of  intra- 
ocular tumour  already  alluded  to,  and  considering  the 
still  unsolved  difliculties  of  deciding  the  letiology  of  sym- 
pathetic disease,  the  case  of  Mrs.  G —  has  led  me  to  wonder 
whether  the  importance  of  a  perforation  may  not  depend 
on  the  leakage  from  within  the  wounded  eye  which  it 
allows,  rather  than  on  its  affording  an  opportunity  for  the 
introduction  of  exti-aneous  material.  In  Mr.  Marcus 
(iunn's  article  on  tlie  eye  in  Morris's  Anatomy  is  included 
an  instructive  diagram  after  Fuchs,  to  show  the  lym])]uitics 
of  the  eyeball,  and  Mv.  Gunn  writes  :  "  The  a(]ueous 
iiuniour   is  secreted  from  the  vessels  of  the  ciliary  body 
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Mild  ])osterior  surface  of  tlio  iris.  'I'lio  stream  passes 
niainly  forward  through  the  pu])il  into  the  anterior  aque^jus 
chamber,  whence  it  escapes  slowly  by  passing  through 
the  spaces  of  Fontana  and  Schlemm\s  canal,  and  thence 
into  the  anterior  ciliary  veins.  Part  of  the  lymph  stream 
passes  from  the  posterior  aqueous  cham])er  backwards 
into  the  canal  of  Petit,  out  of  which  fluid  can  pass  into 
the  lens  substance  or  diffuse  itself  into  the  front  of  the 
vitreous.  Posteriorly  we  have  (a)  the  central  or  hyaloid 
canal,  (h)  the  perivascular  canals  of  the  retina;  the  lym])h 
from  both  of  these  situations  Hows  into  the  spaces  of  the 
optic  nerve,  which  communicates  with  the  intervaginal 
spaces  of  the  nerve,  and  thus  with  the  great  intracranial 
spaces.  Further,  between  the  choroid  and  sclerotic  we 
have  (c)  the  perichoroidal  space  which  gets  lymph  from 
the  choroid  and  communicates  with  Tenon's  space  and 
with  the  intervaginal  space  around  the  optic  nerve  en- 
trance. Tenon's  space,  again,  is  continuous  with  the 
supravaginal  space  around  the  optic  nerve,  which  com- 
municates both  with  the  intervaginal  spaces,  with  the 
lymph  spaces  of  the  orbit,  and  directly  with  the  intra- 
cranial spaces  at  the  apex  of  the  orbit.''  A  leakage 
from  a  wounded  eye,  or  from  one  ])erf orated,  or  as  in 
my  case,  potentially  perforated  by  a  growth,  might  then, 
perhaps,  not  unreasonably  be  expected  to  induce  con- 
siderable change  in  the  lymphatic  circulation  of  its  fellow, 
the  continuity  of  the  lymph  channels  being  established  at 
the  chiasma ;  over-activity  would  be  most  marked  and 
might  conceivably  result  in  inflammatory  trouble  in  that 
part  of  the  fellow  eye  which  presides  over  the  secretion  of 
its  specialised  nutritional  fluids  ;  the  importance  of  the 
ciliary  body  and  iris  in  this  respect  is  admitted,  and  an 
iridocyclitis  is  the  form  in  which  sympathetic  inflamma- 
tion is  usually  manifested  ;  the  absence  of  visible  changes 
at  the  papilla  of  the  sympathising  eye  would  not  have  ;iiiy 
weight  against  such  an  aetiology  as  1  am  hinting  at.  In 
favour,  to  some  slight  extent,  of  the  view  of  leakage 
and   its  influence   on   lyni]ih   circulation  which    I    am    suo-. 
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gesting  as  worth}'  of  our  consideration,  1  may,  perhaps, 
point  to  the  fact  that  any  eye  which  has  been  perforated 
and  remains  at  low  tension  is  generally  regarded  Avith 
suspicion,  while  a  recovery  of  its  tone  relieves  in  some 
measure  the  anxiety  of  the  surgeon  in  charge.  An  eye 
which  after  injury  is  unable  to  maintain  its  own  nutri- 
tion owing  to  persistent  cyclitis,  or  is  passing  into  the 
condition  of  phthisis  bulbi,  niay,  perhaps,  be  considered 
to  be  making  the  same  demand  on  the  lymph  supply  of 
its  fellow  as  a  leaking  eye  in  which  the  perforation  has 
never  securely  healed.  On  the  hypothesis  before  us, 
sympathetic  irritation  would  be  the  first  evidence  of  effort 
on  the  part  of  the  sound  eye  to  supplement  the  waning 
nutritional  powers  of  the  injured  one,  and  might  be  ex- 
pected to  be  cured  by  excision  of  the  latter;  when 
the  functional  over-activity  and  hyperaemia  of  the  ciliary 
region  in  the  sympathising  eye  have  developed  into  organic 
inflammatory  changes,  excision  of  the  injured  eye  might 
be  beneficial  if  the  nerve  stump  healed  soundly,  in  spite 
of  its  altered  lymph  circulation,  but  could  hardly  be 
immediately  curative. 

Many  cases  are  on  record  in  which  sympathetic  disease 
has  occurred  weeks  after  the  removal  of  the  wounded  eye. 
May  it  be  that  some  imperfection  in  the  healing  of  the 
optic  nerve  stump  allows  in  these  cases  a  lymph  drainage 
which  a  normal  healing  prevents,  so  that  excision  of  an 
eye,  as  a  rule,  produces  no  abiding  influence  on  the  in- 
terior of  the  remaining  eyeball,  and  affords  an  efficient 
safeguard  against  sympathetic  inflammation  ?  Clinical 
observations  on  the  tension  nnd  depth  of  the  anterior 
chamber  of  the  remaining  eye  after  excision  operations 
might  be  of  some  value,  while  the  pathological  examina- 
tion of  healing  optic  nerve  stumps  by  skilled  histologists 
would,  perhaps,  be  of  still  greater  help.  In  concluding 
these  cursory  remarks,  ;is  nil  cnses  of  s^'mpathetic  iiiihini- 
iiijition  coining  on  ;if"ter  excision  of  tlie  wounded  eye 
are  of  im))ortanc(',  I  tnkc  this  opportunity  of  i-ccording 
thf  followini/  rase. 
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A  little  girl,  E.  L — ,  ivt.  o,  sustained  a  perforating  wound 
of  the  right  eye  with  scissors,  on  August  2Gth,  11H)2  ; 
the  serious  nature  of  the  iniurv  was  not  reco<rnised  1)\' 
her  mother  until  two  days  later,  and  she  was  only  brought 
to  the  hospital  on  September  4th,  1902.  She  was  ad- 
mitted with  a  perforating  wound  of  the  right  cornea,  in 
which  the  iris  was  prolapsed  and  healed.  By  iridectomy 
the  iris  was  freed  from  the  wound,  except  at  one  point, 
and  this  anterior  synechia  I  successfully  divided  with 
Lang's  knives  a  few  days  later.  She  left  the  ward  on 
October  8th,  1902.  She  continued  to  show  herself  at 
short  intervals  in  the  out-patient  room,  and  the  use  of 
atropine  was  continued  by  the  house  surgeon.  No  un- 
toward symptoms  manifested  themselves,  and  the  eye 
remained  absolutely  quiet ;  the  child  attended  school ;  on 
December  2nd,  1902,  the  mother  brought  her  to  the 
hospital,  saj'ing  the  injured  eye  had  been  weak  for  four 
days.  There  was  then  photophobia  of  this  right  eye;  the 
iris  was  bulging  and  vascular,  and  the  anterior  chamber 
shallow.  She  was  admitted  to  the  hospital  again  the 
next  day,  and  as  the  tension  became  increased,  on 
December  8tli  iridectomy  was  attempted ;  but  the  o]iera- 
tion  \vas  unsatisfactory,  and  two  days  later  I  excised  the 
eye,  and  the  child  left  the  ward  on  December  1M\,  1902. 
Two  months  later,  on  February  17th,  1903,  the  mother 
noticed  a  little  redness  of  the  left  eye,  and  at  the 
hospital  on  February  20tli  a  thin  film  of  lymph  was 
observed  in  its  pupil  ;  there  was  slight  ciliary  con- 
gestion ;  the  iris  was  bulging  and  the  ])upil  reacting 
sluggishly  ;  no  keratitis  punctata.  The  child  was  again 
admitted.  In  the  hospital  the  amount  of  injection  was 
never  great  and  was  variable  in  degree  ;  the  lymph 
occluding  the  pupil  became  dense,  and  the  vessels  of  the 
iris  in  the  course  of  many  weeks  gradually  moii-  (li>- 
tended  ;  a  few  dots  of  ty])ical  keratitis  punctata  showed 
themselves  on  the  back  of  tlie  cornea;  the  tensic)n  was 
variable,  being  generally  a  full  normal  ;  the  anterior 
chamber   was    shallow:    the    child    oxpei'iencod   very  little 
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pain.  She  was  said  to  have  had  rheumatism  once,  but 
the  appearance  of  the  eye  and  its  progress  were  absolutely 
unlike  a  case  of  rheumatic  iritis,  and  entirely  in  agree- 
ment with  a  mild  case  of  sympathetic  irido-cyclitis.  Treat- 
ment was  by  dark  goggles,  atropine  locally,  and  small 
doses  of  mercury  internally.  At  the  present  date  the 
persistent  chronic  irido-cyclitis  persists  in  the  same  quiet 
manner  as  during  the  child^s  stay  in  hospital. 

[October  29th,  1903.) 


5.  An  anomalous  case  of  tobacco  amblyopia. 
By  F.  O^KiNEALY,  Major  I.M.S. 

The  patient,  a  clerk,  aet.  42  years,  single,  was  admitted 
into  the  Presidency  General  Hospital,  Calcutta,  under  my 
care  on  September  13th,  1901,  for  defective  vision. 

History. — An  Irishman  by  birth,  he  had  been  in  India 
since  the  age  of  two  years,  and  with  the  exception  of  an 
attack  of  enteric  fever  eight  years  ago,  had  enjoyed  good 
health.  Twenty-two  years  ago  he  suffered  from  a  chancre, 
but  there  was  no  history  of  any  subsequent  symptoms. 
He  had  been  a  heavy  smoker  for  nineteen  years,  and  con- 
fined himself  to  Burmah  cheroots.  For  the  first  eleven  or 
twelve  years  he  smoked  from  300  to  400  cheroots  a  month, 
but  for  the  past  seven  or  eight  years  he  had  increased  the 
number  to  about  500  monthly,  the  equivalent  of  about 
5  lbs.  of  strong  tobacco.  He  drank  spirits  only,  and  in 
moderation,  taking  on  an  average  two  wineglasses  of 
whisky  daily. 

For  some  two  find  a  half  years  previous  to  the  failure 
r»f  vision,  which  was  fii-st  noticed  in  July,  1900,  his 
clerical  work  had  not  been  excessive,  noi-  had  he  ex])eri- 
onced  any  cyc-strnin.     He  had,  however,  Ixm'u  continuously 
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and  licavily  worked  for  about  ten  years  before  that,  Ijein*^'- 
su})jected  to  lon^  hours,  with  at  times  much  nif(lit-work  ; 
and  it  was  durin^^-  that  period  that  he  increased  his 
smoking". 

In  August,  1900,  he  had  recourse  to  spectacles,  despite 
which  his  vision  steadily  deteriorated,  and  he  IjcLi-jin 
gradually  to  lose  flesh. 

In  the  following  January,  finding  that  glasses  were 
useless  and  that  his  weight  had  decreased  by  42  lbs.,  he 
gave  up  alcohol,  and  in  May,  1901,  reduced  his  smoking 
to  about  two  cheroots  a  day.  For  some  time  before  his 
admission  into  hospital  he  had  been  taking  preparations 
of  iron  and  strychnine,  with  the  result  that  he  found  his 
sight  was  improving  and  he  had  regained  about  Jo  lbs. 
in  weight. 

The  family  history  was  good,  and  nothing  suggestive  of 
ocular  trouble  could  be  elicited. 

Condition  on  admission. — The  patient  was  well 
nourished  and  fairly  healthy  in  appearance.  Examina- 
tion revealed  no  disability  other  than  the  visual  defect. 
All  the  organs  appeared  to  be  healthy,  the  urine  was 
normal,  and  no  evidence  could  be  discovered  of  any  dis- 
ease in  the  nervous  system,  either  central  or  peri])hera]. 
The,  speech,  gait,  and  knee-jerks  were  natural,  and 
there  was  no  ankle-clonus  nor  alteration  of  the  other 
reflexes. 

The  external  appearances  of  both  eyes  presented  no 
abnormality.  The  tension  was  normal,  the  pupils  were 
equal,  natural  in  size  and  shape,  and  reacted  properly  to 
light  and  accommodation.  There  was  no  affection  of  the 
ocular  muscles  and  no  nystagmus. 

V.  R.  =  ^  ,  6  -f  1  D  sph.   =   ^   • 
60  ^  60 

J.  18  with  difficulty,  and  not  improved  by  glasses. 
4  6         " 

m  '         60 

J.  16  with  difficulty,  and  not  ini])roved  l)y  glasses. 


Fig.  30. 
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He  was  wearing  spectacles  +  4  D  spli.  in  each  eye  for 
near  vision,  but  they  were  of  no  assistance  to  him.  He 
saw  better  in  half-lights,  but  could  not  read  at  all  by 
artificial  light. 

A  cursory  examination  of  his  fields  appeared  to  show 
a  central  defect  in  each  eye  for  white  and  all  colours, 
more   especially  for  red  and  green. 

The  ophthalmoscope  showed  that  the  right  optic  disc 
was  circular,  with  ill-defined  margins  and  a  small  congenital 
crescent  on  the  lower  border.  It  was  pale  and  greyish  in 
colour  except  in  the  upper  nasal  quadrant,  where  it  had  a 
pink  tinge,  and  there  was  slight  thinning  of  the  choroid 
at  the  temporal  margin  of  the  disc.  The  left  optic  disc 
was  oval,  with  the  long  axis  vertical,  and  similar  in 
appearance  to  the  right,  except  that  there  was  a  slightly 
larger  congenital  crescent  and  the  greyness  was  less 
marked,  while  the  pink  tinge  occupied  the  upper  half,  ex- 
tending over  to  the  temporal  side  of  the  disc.  There  was 
also  rather  more  thinning  of  the  choroid,  with  slight  dis- 
turbance of  pigment  at  the  temporal  margin  of  the  disc. 
No  other  change  was  visible  in  the  fundus  of  either  eye, 
the  vessels  were  normal,  there  was  no  alteration  in  the 
size  of  either  arteries  or  veins,  and  the  media  were  clear. 

On  September  19th  and  20th,  1901,  the  fields  of  vision 
were  examined  in  bright  daylight  with  test  objects  1  cm. 
square.  There  was  contraction  for  white  as  well  as  for 
red,  green,  blue,  and  yellow  in  the  right  field  (Fig.  30), 
that  for  white  being  least  in  extent  and  chiefl}^  occupying 
the  upper  and  outer  quadrant.  The  boundaries  of  the 
colour  fields  were  irregularly  contracted  in  all  meridians 
except  in  the  upper  part  of  the  lower  and  outer  quadrant, 
and  crossed  each  other  in  several  places.  The  whole 
periphery  of  the  field  for  red,  except  between  the  hnvei' 
meridians  of  150°  outwards  and  150  inwards,  was  occu- 
pied by  an  irregular  scotoma  varying  in  width  from  5^  to 
35^^,  which  was  Ijroadest  in  the  upjier  part  of  the  lower 
and  (uitor  (juadrant,  and  nai'i-owest  about  the  middle  of 
the  upper  and  outer    (juadrant.      Over    the    whole  of   (his 
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area,  red  was  described  as  '*  ruby/'  'I1ir  left  field  (Fig.  .*il) 
was  less  contracted  than  the  right,  and  colours  were  more 
affected  than  white,  the  field  tor  wdiich  was  chiefly  nar- 
rowed in  the  upper  and  outer  and  lower  and  inner  qund- 
rants.  The  boundaries  for  colours  were  irreo-ular,  and 
those  for  red,  green,  and  yellow  crossed  each  other,  as  also 
did  the  limits  of  the  fields  for  blue  and  white.  There 
were  five  scotomata — two  for  red,  in  which  it  was  seen  as 
''  ruby,^'  two  for  green,  and  one  for  yellow,  in  which  these 
colours  respectively  were  lost.  The  scotomata  for  red  were 
peripheral,  the  larger  occupying  the  lower  and  outer 
quadrant  from  the  horizontal  meridian  to  that  of  150°,  and 
varying  in  width  from  10°  to  40°,  while  the  smaller  lay 
between  the  meridians  of  30°  and  60°  in  the  upper  and 
inner  quadrant,  and  was  from  10°  to  15°  wide.  Of  those 
for  green,  the  larger,  from  5°  to  10°  in  width,  was  in  the 
upper  and  inner  quadrant  between  the  vertical  meridian 
and  that  of  30°,  and  15°  to  20°  from  the  point  of  fixation  ; 
and  the  smaller,  commencing  20°  from  the  point  of  fixa- 
tion, extended  10°  inwards  along-  the  horizontal  meridian. 
The  scotoma  for  yellow  lay  within  15  of  the  inner  side  of 
the  point  of  fixation  between  the  horizontal  meridian  and 
that  of  60°,  being  central  in  the  latter  meridian  and  peri- 
central in  the  rest  of  its  extent. 

The  treatment  consisted  of  absolute  abstinence  from  all 
tobacco  and  alcohol,  in  addition  to  which  strychnine  with 
mercury  and  iodide  of  potassium  at  first,  and  later  with 
iron,  was  given  by  the  mouth.  Strychnine  and  pilo- 
carpine were  also  administered  hypodermically,  and  the 
patient  was  under  continuous  observation  for  four  months. 

The  central  vision  slowdy  improved,  the  left  at  first 
making  more  progress  than  the  right  eye  ;  and  when  he 
was  last  seen,  on  January  19th,  1902,  the  condition  was  as 
follows  : 

V.  R.  =  ^'  ;   J.  18  at  40  cm.,  6  +  3  I)  spli.  =  .1.    1   at  31  cm. 
6 

^^  ^  6    .  +  0-25  Dsph.  () 

12'  '+  0-5  1)  cyl.,  axis  vertl.        (>  ' 
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J .  1  b  at  38  cm.,  o =  J.  1  at  31  cm. 

+  0"5  D  cyl.  axis  vertl. 

There  was  no  appreciable  alteration  in  the  fundus  of 
either  eye,  but  changes  had  taken  place  in  the  fields  of 
vision  (Figs.  32  and  33).  The  fields  for  white  had  still 
further  contracted,  especially  in  the  right  eye,  where  the 
boundaries  were  irregular.  Those  for  red  also  showed 
progressive  contraction,  and  the  peripheral  scotomata  in 
each  eye  had  now  assumed  the  form  of  a  complete  ring 
with  irregular  limits,  which,  in  the  lower  and  outer  quad- 
rant of  the  right  field,  extended  in  to  5°  from  the  point  of 
fixation  and  to  10*^  from  that  point  in  two  meridians  of 
the  left.  The  scotomata  in  the  left  green  field  had  disap- 
peared, as  also  had  that  for  yellow  in  the  same  eye,  while 
the  boundaries  of  these  fields  had  become  more  irregular, 
expanding  in  some  meridians  and  contracting  in  others, 
especially  in  the  right  eye.  There  was  less  alteration  in 
the  sight  of  the  blue  fields,  but,  owing  to  the  contraction 
for  white,  there  was  more  crossing  of  their  respective 
boundaries  in  the  right  field.  There  was  marked  crossing 
of  the  limits  of  the  colour  fields.  Holmgren's  test  revealed 
no  signs  of  colour-blindness,  but  a  green  object  appeared 
white  when  seen  at  a  distance  on  a  red  ground,  and  there 
was  confusion  of  green  and  white  when  the  patient  was 
tested  with  coloured  lights  shown  through  an  aperture 
8  mm.  in  diameter  at  a  distance  of  2'75  metres. 

Remarks. — In  connection  with  this  case  I  should  like  to 
refer  briefly  to  another  which  I  have  already  reported  at 
length  elsewhere."^  It  was  that  of  a  healthy  male  Eura- 
sian, four  years  younger  than  the  present  patient,  but 
similarly  em])loyed,  who  was  boi'ii  and  had  lived  all  his 
life  in  India.  He  had  for  years  smoked  250  Burmah 
cheroots  and  half  a  pound  of  tobacco  monthly;  he  drank 
less  spirits  tlmn  the  other  man,  and  gave  a  history  of 
syphilis  in  the  past.     His  vision  IlmI  been  failing  for  about  a 

•  "  A  Caso  of  Tobacco  Amblyopia  presentiii}^  Unusiuil  Defects  in  the 
Visual  FioMs,"  Indian  Medical  Oazette,  vol.  xxxvi,  No.  7.  .luly.  I'.xn. 
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year  before  I  saw  him,  and  was  reduced  to   ^-^  and   -I.    |S 
in  each  eye.      There  were  no  external  nor  ophthahnoscojjic 
fhan<j;es,  l)ut  his  visual  fields  for  green  and  yellow  had  dis- 
a])])eared  ;  those  for  white,  red,  and  blue  were  contracted 
with  a  typically  placed  ])aracentral    scotoma   in  each   for 
both  the  latter  colours,  in  addition  to  which  there  was   a 
second  scotoma  for  red  and  blue    near   the   point  of  fixa- 
tion in  the  right  field.      He  was  under  treatment  for  about 
two    and    a   half   months,    in    the    course    of   which  vision 
improved  to  -g  and  J.  1  in    each    eye,  while  the  fields    in- 
creased in  size  with  crossing  of   the  coloui-  limits  and  the 
scotomata   for   red  and  blue  disappeared.      The  fields  for 
green  reappeared  with  scotomata — two  in  the  right  and  one 
in   the  left  field,  which   occupied    unusual  situations,  and 
ultimately  disappeared  at   the   same  time  as  the  field  for 
yellow  commenced  to  return  around  the  point  of  fixation. 
The  Burmah  cheroots  smoked  were  similar  in  both  ca.ses, 
being  of  the  cheap   and   rank  kind;    and  it   is   at  least  a 
striking  coincidence  that  the  changes  in  the  visual  fields 
were  anomalous  in  each  patient.'     I  had  hoped  to  have  had 
the  cheroots  chemically  analysed,  and  one  of  the  patients 
promised  to  send  me  some  for  that  purpose,  but   unfortu- 
nately he  failed  to  do  so.      In  the  case  now   reported  the 
condition  of  the  optic  discs  and  fields  of  vision  raises  the 
(juestion  of  a  spinal  lesion,  but  no  symptoms  of  any    ner- 
vous disease  could  be  discovered,  though  looked  for.    This 
negative  evidence   is,  of    course,  not  conclusive,  especially 
with  regard  to  tabes,  and    the  subsequent   history  of  the 
case  will  in  all  i)robability  alone  settle  the  point  ;  but,    in 
view  of  the  facts  already  stated,  the  positive  evidence  in 
favour  of  tobacco  seems  too  stronsr  to  be  disreirarded.      It 
may  ])erhaps  be  added  that  there  were  no  signs  of   syjihi- 
litic    chorio-retinitis.       In    view   of    the    ap]iearances   ])re- 
sented  by  the  optic  disc,   the  improvement  in  the  central 
vision  is  satisfactory,  and  was  a  matter  of   some   surprise 
to    me,    but    the    condition  of  the   fields  does    not,   I   fear, 
offer  (juite   so    hopeful    an    outlook.      It  is,  perhaps,  worth 
noting  that    in   the    first    cursory    exann'nation,  which   ap- 
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peared  to  show  a  central  defect  in  the  patient's  fields  as 
well  as  in  the  final  test  with  coloured  lights,  the  objects 
used  were  smaller  than  those  employed  with  the  perimeter, 
and  were  viewed  from  a  greater  distance. 

{Orfoher  29f]i,  1903.) 

The  President  regarded  the  case  as  a  most  interesting 
one,  and  agreed  that  the  evidence  in  favour  of  tobacco 
being  the  cause  was  practically  conclusive.  It  was  difficult 
to  imagine  that  a  man  could  smoke  so  much  and  yet  retain 
his  sight  so  long,  especially  as  Burmese  tobacco  was  reputed 
to  be  very  strong.  He  did  not  think  that  in  England  a 
man  would  be  able  to  smoke  such  an  amount  for  so  long 
without  suffering  earlier  and  more  rapid  deterioration. 

Mr.  Lang  mentioned  that  Dr.  Wingrave  had  described 
deafness  due  to  tobacco  affecting  the  auditory  nerve,  and 
asked  if  this  patient  was  deaf. 

Mr.  SiLCOCK  thought  that  a  chronic  catarrh  induced  by 
tobacco  might  account  for  the  deafness. 

The  President  thought  there  was  some  point  in 
Mr.  Silcock's  suggestion.  A  man  smoking  as  much  as 
mentioned  by  Major  O'Kinealy  would  be  almost  certain  to 
have  naso-pharyngeal  catarrh,  which  was  likely  to  cause 
middle  ear  deafness  ;  and  if  he  stopped  smoking  and  took 
tonics,  it  was  possible  that  even  that  form  would  improve. 
He  had  not  noticed  any  special  deafness  in  association 
with  tobacco  amblyopia. 

Mr.  Johnson  Taylor  said  he  was  interested  in  aural  as 
well  as  ophthalmic  surgery,  and  he  saw  a  fair  number  of 
cases  of  tobacco  blindness,  but  he  had  never  yet  met  a 
case  of  that  condition  in  which  the  patient  com])lained  at 
the  same  time  of  ear  trouble.  Howev^er,  he  would  look- 
out for  that  association  in  future. 

Mr.  Holmes  Sticer  asked  whether  Major  O'Kinealy 
had  excluded  the  possibility  of  syphilitic  retinitis  in  his 
first  case,  because  that  would  explain  Ihc  eccentric 
scotomata.  The  ])atient  might  have  had  a  iaii'ly  severe 
attack  of  sv|)hilit  ic  ret  initis  which  nnuht  have  left  scotomata 
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Fig.  1  illustrates  Mr.  R.  W.  Doyne's  case  of  Retinal  Effusion 
(p.  123). 

Fia.  2  illustrates  Dr.   G.  H.   Goldsmith's  case  of  Retinitis 
Proliferans  (p    117). 
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witliuut  iniicli  ophthalniuscopic  trace  of  tlie  disease,  and 
that  theory  would  tit  in  with  the  devehjpnient  of  c<jntrnc- 
tion  of  the  fields  of  vision. 

Major  O'KiNEALY,  in  re])ly,  said  he  had  taken  tlie  fields 
twice,  not  repeatedly.  The  patient  was  an  Irislnnan,  and 
a  responsible  clerk.  He  had  not  had  malaria.  Prol)ably 
all  the  cheroots  had  not  been  smoked  completely,  but  the 
total  consumption  was  large.  There  was  no  obvious 
deafness.  He  could  find  no  evidence  of  syphilitic  retinitis. 
The  deterioration  of  vision  was  progressive  up  to  the  time 
the  smoking  was  diminished.  There  were  no  vitreous 
opacities,  no  choroidal  changes,  beyond  the  slight  thinning 
at  the  temporal  margins  of  the  discs,  and  he  could  make 
out  no  changes  in  the  fundus  other  than  those  he  had 
reported. 


6.    Retinitis  ProUfiraU'S-. 
By  G.  H.  Goldsmith. 


Patient,  an  agricultural  labourer,  a3t.  18,  came  to  the 
out-patient  department,  Bedford  County  Hospital,  in  July 
last.  Had  noticed  failure  in  vision  of  left  eye.  Was 
examined  as  a  recruit  for  Volunteering  six  months  pre- 
viously, when  he   believes  his  sight  was  normal. 

Present  conditioii. — Left  eye,  V.  =  -^-y,  media  somewhat 
hazy,  preventing  clear  view  of  vessels.  Half  a  disc's 
diameter  up  and  out  from  the  disc  there  proceeds  from 
the  fundus  a  tubular  prominence  which  projects  forward 
into  the  vitreous.  Its  direction  is  roughly  downward, 
forward,  and  inward.  Its  anterior  extremity  visible  with 
+  7*00  D.  is  trumpet  shaped  and  fimbriated,  much  broader 
than  its  base.  The  body  of  the  structure  eclipses  the 
outer  half  of  the  disc,  but  is  slightly  diaphanous,  especially 
towards  its  anterior  third.  It  does  not  readily  move  in 
the  vitreous  fluid. 
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Up  and  out  from  this  trumpet-shaped  proliferation  is 
another,  similar  in  its  pearly  whiteness,  but  on  the  level  of 
the  retina,  or  slightly  in  front  of  it.  Its  narrow  posterior 
extremity  almost  touches  the  place  of  origin  of  the  struc- 
ture described  above,  and  it  proceeds  forward,  following 
the  curvature  of  the  back  of  the  eye  and  gradually 
broadening.      A  vessel  lies  upon  its  surface. 

There  are  several  other  bands  of  brilliant  white  tissue 
lying  upon  the  fundus ;  they  all  seem  to  radiate  from  the 
disc,  and  roughly  correspond  with  the  position  of  the 
normal  vascular  channels.  Just  above  the  disc  are  several 
fainter  band-like  masses  of  tissue  stretching  across  the 
posterior  extremities  of  the  previously  described  bands. 

Some  distance  from  the  disc  down  and  in,  is  a  semicircular 
patch  of  pigment,  and  a  similar  patch  toward  the  outer  ex- 
tremity of  the  best  marked  radial  streak.  About  the 
posterior  aspect  of  the  Jens  are  some  hair-like  opacities 
and  a  central  dot. 

There  is  no  sign  of  recent  haemorrhage,  either  in  the 
vitreous  or  in  the  retina. 

Condition,  October  24th  :Y.  =  3%. 

Fundus. — Vessels  now  quite  plainly  visible.  Man}-  of 
the  glistening  bands  have  disappeared,  but  the  funnel- 
shaped  projecting  membrane  remains  about  the  same,  as 
also  the  most  conspicuous  of  the  radial  bands. 

(Card  specimen.      October  29t]i,  1903.) 


7.    Ar((i     of    clioroldal    degeneration    jiresent'nKj    nintsu((l 

appearance. 

By  G.  W.  I^)l,I-. 

TnKkK  is  II  large  atrophic  area,  which  lies  down  and  cut 
iioiii   the  optic  disc.      'J'lie  outer  part   suggests  a   shallow 
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dettichment  of  retina  with  some  rounded  elevations.  The 
limit  on  the  temporal  side  is  not  discernihle.  Many  fine 
tortuous  branches  of  retinal  vessels  are  discernible.  Black 
pio-nient  is  ])resent  in  numerous  scattered  })atclies. 

There  are  some  fine  central  opacities  in  the  lens  and 
others  in  the  vitreous. 

No    history    of    tubercle    or    of    syphilis.     V.:K.  =  (.-„-; 

6 

6 


L.  ^.  {Card  specimen.      November  l9tJi,  1903.) 


Mr.  Roll  said  lie  would  like  to  hear  the  opinions  of 
members  as  to  whether  it  was  syphilitic  or  tubercular. 
The  patient  was  seen  in  1897,  and  showed  well-marked 
subretinal  effusion,  and  further  degenerative  changes 
and  pigmentation.  It  had  been  suggested  that  it  re- 
sembled a  coloboma  of  the  choroid. 


8.  Note  on  vascular  changes  in  retina. 
By  R.  Marcus  Gunn. 

Mk.  Gunn  reminded  members  of  the  patient  shown  at 
the  last  meeting  by  Mr.  Doyne.  The  programme  on  that 
occasion  was  too  full  to  permit  of  a  full  discussion  of  the 
case,  therefore  he  desired  to  reopen  the  subject  now. 

The  question  at  issue  was  as  to  whether  or  not  there 
was  in  this  patient,  and  in  similar  cases  such  as  those 
shown  now,  any  ophthalmoscopic  evidence  of  actual 
i-etardation  in  the  venous  flow  where  an  artery  crosses 
over  a  vein.  He  wished  to  deal  with  the  matter  some- 
what broadly.  It  was  possibly  of  very  little  clinical 
importance  whether  the  retardation  did  take  place  to  any 
great  extent  or  not,  so  long  as  the  appearance  with  which 
we  were  familiar  was  accepted  as  an  evidence  of  arterial 
disease,  the  arterial  disease  being  the  really  important 
fact.       He  was,  however,   surprised  to  hear   one    member 
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say  at  the  last  meeting  that  he  had  rarely  seen  any 
evidence  of  actual  retardation  of  venous  flow  from  an 
overlying  diseased  artery,  and  that  he  did  not  feel  justified 
in  making  such  a  diagnosis  unless  he  found  oedema  and 
haemorrhages  on  the  distal  side  of  the  crossing. 

Now,  this  statement  granted  that  there  did  sometimes 
exist  such  a  thing  as  a  very  serious  venous  retardation,  viz. 
when  one  got  oedema  and  haemorrhage  on  the  distal  side. 
But  surely,  if  the  venous  flow  was  occasionally  so  much 
interfered  with  as  to  cause  oedema  and  haemorrhage,  it 
follows  that  there  must  exist  stages  between  this  condition 
and  health.  The  point  is,  can  a  venous  obstruction  be 
recognised  in  these  intermediate  stages  ? 

Where  an  ordinary  vein  is  crossed  by  a  healthy  artery 
there  is  no  change  in  either  breadth  or  colour  due  to  the 
crossing.  But  where  the  artery  exercises  undue  pressure 
one  might  expect  that  the  vein  on  the  distal  side  of  the 
crossing  would  be  somewhat  larger  and  darker ;  that,  from 
the  increased  fulness  of  this  part  of  the  vein,  its  central 
light-streak  would  be  somewhat  sharper,  and  that  there 
would  be  a  tendency  to  increased  tortuosity  of  the  vein 
on  the  distal  side  of  the  obstruction.  This,  he  believed, 
is  what  actually  occurs,  and  such  are  the  clinical  appear- 
ances with  which  ophthalmoscopic  observers  are  familiar 
where  such  an  obstruction  takes  place. 

There  is  similar  retardation  in  venous  flow  when  a 
normal  artery  crosses  a  vein  which  is  overcharged  with 
Vjlood,  as  we  find,  for  example,  in  papillitis.  Here  we 
notice  a  local  alteration  in  the  appearance  of  the  vein  : 
it  is  evidently  depressed  by  the  overlying  artery,  and  the 
central  light-streak,  which  is  quite  distinct  elsewhere, 
suddenly  becomes  lost  near  the  crossing.  This  arises 
from  the  fact  that  the  surface  of  the  displaced  vessel  is 
no  longer  at  right  angles  to  the  incident  light  from  the 
mirror,  and  we  consequently  fail  to  receive  the  reflection 
from  the  blood-column.  This  appearance  is  also  one  of 
the  first  evidences  of  venous  retardation  when  the  artery 
is  at  fault.      Another  early  sign  of  undue  arterial  ])ressure 
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consists  in  the  vein  being'  sliglitly  displaced  laterally  in 
the  direction  of  the  blood-How  in  tlie  overlying  artery. 
Several  ophthalmoscopic  appearances,  therefore,  indicate 
a  relative  undue  pressure  of  artery  on  vein.  That  such  a 
pressure  must  exist  to  a  very  great  degree  in  advanced 
cases  of  arterial  disease  is  evident  from  the  great 
thickening  of  the  coats  shown  in  the  specimen  now  com- 
municated Ijy  Mr.  Flemming. 

But  in  some  cases,  such  as  the  one  shown  by  Mr.  Doyne, 
altliough  the  vein  is  manifestly  displaced  and  apparently 
narrowed  by  the  overlying  artery,  there  is  not  such  a 
decided  swelling  of  tlie  vein  on  the  distal  side  of  the  cross- 
ing as  is  usual.  Mr.  Gunn  would  suggest  that  in  this  case, 
and  in  others  similar  to  it,  the  reason  for  the  difference 
lay  in  the  fact  that  the  venous  circulation  was  slow  in 
this  particular  branch  because  the  circulation  in  the  main 
vein  had  been  previously  obstructed,  as  occurred  here, 
e.g.  by  the  artery  on  the  disc.  The  already  retarded 
circulation  did  not  show  the  influence  of  slight  interference 
so  much  as  if  it  had  been  active.  He  was  not  quite  satisfied 
with  this  as  being  a  full  explanation,  but  he  remained 
convinced  that  the  venous  flow  must  l)e  retarded  wherever 
these  appearances  were  present.     (December  10th,  J  903.) 

Mr.  DoYNE  said  he  felt  diffident  in  drawing  attention 
to  a  different  point  of  view  from  that  given  by  Mr.  Gunn. 
It  was  a  conclusion  drawn  from  a  condition  which  all 
could  see.  The  case  differed  from  Mr.  Gunn's  drawing, 
in  so  far  that  the  vein  did  not  show  beyimd  some  distance 
from  the  artery  quite  the  breadth  of  the  artery  on  each 
side.  He  thought  there  was  no  distal  swelling  of  the 
vein,  and  that  the  blood-current  seemed  to  gradually  dis- 
appear to  a  point  on  the  nearer  side,  and  to  gradually  re- 
appear from  a  point.  Therefore,  his  interpretation  was 
that  the  vein  was  concealed  rather  than  pressed  u])<)n.  In 
support  of  that  he  would  mention  cases  where  there  was 
definite  blocking.  A  picture  had  been  shown  him  which 
reminded  him  of  a   case  of  his  own,  in  which,  just  as  the 
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artery  crossed  the  vein  the  vein  disappeared  into  a  hard, 
round,  angular  tube,  whose  hard,  falciform  edge  could  be 
seen,  and  from  the  distal  side  of  the  vein  vessels  which 
before  were  invisible  became  dilated  and  joined  another 
vein  on  the  disc.  That  reminded  him  of  a  case  where 
there  was  blocking,  and  which  did  not  present  the  same 
appearances  as  the  one  shown  last  time. 

Mr.  Adams  Frost  wished  to  say  a  few  words  on  the 
point  under  discussion,  as  Mr.  Gunn  had  mentioned  his 
name.  His,  Mr.  Frost^s,  point  was,  not  that  obstruction 
in  a  vein  was  never  caused  by  an  artery  passing  over  it, 
but  that  the  ophthalmoscopic  appearance,  as  shown  in 
Mr.  Doyne's  case  and  in  Mr.  Gunn's,  could  be  explained 
without  assuming  obstruction,  for  which  he  thought  there 
was  no  other  evidence.  Mr.  Gunn  admitted  that  a  vein 
was  sometimes  displaced  in  the  plane  of  the  retina  at  the 
point  where  the  artery  passed  over  it.  His,  Mr.  Frost's, 
explanation  was  that  in  those  cases  the  vein  was  not  ob- 
structed, but  displaced  at  right  angles  to  the  plane  of  the 
retina — that  it  described  a  loop  under  the  artery.  If  there 
were  sufficient  obstruction  to  be  visible,  there  would  be 
a  difference  in  the  size  of  the  vein  on  the  proximal  and 
distal  sides  of  the  artery  and  other  signs  of  retarded  cir- 
culation. ^  There  was  some  difference  of  opinion  as  to  the 
actual  appearances ;  Mr.  Gunn  thought  the  veins  were 
darker  than  normal,  but  the  colour  of  veins  varied  very 
iimch  in  different  eyes,  and  those  of  a  normal  eye,  taken 
haphazard  for  comparison,  proA^ed  to  be  as  dark  as  those 
in  Mr.  Doyne's  case. 

Mr.  Nettleshii'  thought  there  might  very  well  be  dif- 
ferences of  opinion  in  regard  to  appearances  in  slight 
cases.  He  understood  Mr.  Frost  to  think  that  compres- 
sion of  a  vein  by  mi  artery  crossing  it  must  be  shown  by 
disten.sion  of  the  vein  on  the  distal  side — in  other  words, 
that  uuless  there  were  visible  distension  on  the  distal 
side  of  tlu;  point  there  could  l)e  no  com])ression  of  the 
lumen.  Hut  wa«  it  not  ])ossible  that  there  might  be  a 
partial  diminution  of  tlie    lumen  which    might  have   come 
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on  gradually,  and  which  would  not  uocfssarily  ])n)ducc'  at 
any  particular  time  visible  distensi(»n  on  the  distal  side, 
because  the  circulation  of  the  vein  might  have  accoiuni<»- 
dated  itself  by  daniniiiio-  back  to  the  capillaries  ':  lie, 
Mr.  Nettleship,  thought  slight  obstruction  of  a  vein  might 
therefore  exist  without  visible  distension  :  the  absence  of 
visible  distension  of  the  vein  did  not  dis})rove  j)ai'tijil 
occlusion  by  the  pressure  of  the  overlying  artery;  in  such 
cases  the  disappearance  of  the  vein  where  the  latter 
crossed  it  was  due  parti v  to  the  narrowing  of  the  venous 
lumen,  partly  to  the  opalescence  of  the  thickened  artci-ijd 
coats. 

Mr.  81LCOCK  pointed  out  that  there  were  numerous 
instances  in  the  body  where  arteries  crossed  veins  and 
no  obstruction  ensued,  as  in  the  case  of  the  largest  artery 
and  vein  in  the  body. 

Mr.  GuNN  thought  that  such  instances  as  those  cited 
by  Mr.  Silcock  were  absolutely  distinct  from  cases  to 
which  he  had  drawn  attention. 

Mr.  DoYNE  said,  in  reply,  that  there  was  no  doubt  tlie 
vein  had  disappeared  before  it  reached  the  artery  ;  it  was 
obscured  by  something,  or  it  was  empty.  If  it  was,  as 
Mr.  Nettleship  said,  a  partial  compression,  he  ditl  not  see 
why  it  should  disappear.  If  the  vein  contained  blood,  it 
was  obscured ;  if  it  did  not  contain  blood,  it  was  com- 
pressed. He  did  not  think  ]iartial  comjiression  wduld 
account  for  it  ;  he  thought  it  must  be  hidden  by  the 
external  coat  of  the  artery. 


i>.   A  cast   of  vdhial  cffiisiini. 
Hv  W.  W.  DovNK,  M.A. 


1'h(^mas    F — ,    a't.    (>')    years,   labourer.       First   seen 
November  2:3rd,  190:5,  H<>yal   Fye  Hospital. 


on 
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Patient  complains  that  during  the  last  three  days  the 
sio-Iit  of  the  right  eye  has  gradually  failed.  The  cause  is 
unknown.  No  syphilis ;  history  of  gonorrhoea  many  years 
ago. 

Pupils  equal  and  active.      R.  V.,  g-Q  4-  70  ^-q.      L.  V., 

_6_    I     7. A  _6_ 
60   ^    '  ^    1  2- 

Right. — A  number  of  more  or  less  discrete  patches  of 
fluffy,  whitish  effusion  are  present  in  the  fundus,  espe- 
cially in  the  immediate  neighbourhood  of  the  0.  D.  The 
])atches  in  places  more  or  less  conceal  the  retinal  arteries 
and  veins.  The  vessels  themselves  show  no  obvious  signs 
of  disease.  The  0.  D.  is  clear  and  well  defined.  There 
is  a  small  loose  tag  hanging  from  the  upper  and  inner 
part  of  the  iris,  and  a  collection  of  extremely  small 
pigment  spots  upon  the  anterior  capsule  of  the  lens. 

Left. — Pigment  on  anterior  capsule  of  the  lens,  a^nd 
posterior  synechiae  at  the  lower  part  of  the  pupil. 

Patient^s  general  health  thought  to  be  good.  Urine 
1020,  acid,  no  albumen  or  sugar. 

Progress. — December  4th,  1903. — Ophthalmoscopic  ap- 
pearance of  the  right  has  undergone  alteration  since  the  last 
examination.  Thus,  the  effusion  has  extended  somewhat, 
so  that  the  margin  of  the  optic  disc  is  now  blurred  as 
regards  its  upper,  lower,  and  inner  side.  Some  of  the 
distal,  fleecy  clouds  of  retinal  effusion  are  less  marked. 
K.  V.  sph.-h8.     Cyl.  +  l.     Ax.  hoY.:=^^.      T.n. 

[Decemher  10th,  1903.) 


10.   A  ra.sti  of  arterio-.sclerosis. 
By  K.  W.  DoYNK,  M.A. 


I'j.iZA    A.    H — ,   a't.    54   years,    tii-st    canie   under    notice 
oil  August  28th,  1903,  coni])]aining  of  n  failure  of  sight  in 
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lier  left  eye.      R.  V.   /'.,    +    IT-")  spli.,   !»   (letters).      L.  \'. 
,ft,   +  4-0  sph.  A-  "       . 

0 plithalmoticopic examination. — Kig-ht :  Many  ot  the  retinal 
arteries  are  very  bright,  and  where  they  happen  to  cross 
veins  the  latter  are  obscured  for  a  short  distance  on  either 
side  of  the  artery.  Attention  is  directed  to  the  fact  that 
the  distal  portion  of  the  veins  is  not  distended,  as  it  should 
assuredly  be  if  the  artery  actually  compressed  the  vein. 
Left:  Marked  arterio-sclerosis.  Numerous  whitish  2>^'''7'"'>' 
and  linear  haemorrhages  lie  in  and  about  the  central  region 
of  the  fundus.      There  are  some  outlying  changes. 

General  examination. — Urine  1015,  acid,  no  albumen. 
Radial  arteries  thickened.      High-tension  pulse. 

{November  19///,  1903,  and  December  10///,  1903.) 

Mr.  DoYNE  said  he  brought  the  case  in  order  to  elicit 
the  prevailing  views  as  to  the  cause  ;  it  was  an  important 
clinical  fact.  He  inclined  to  the  view  that  it  was  obscured, 
as  he  could  not  make  out  any  distal  heaping  up  of  blood, 
as  one  would  expect  if  it  were  due  to  obstruction. 

Mr.  Adams  Frost  agreed  with  Mr.  Doyne's  view.  He 
could  not  understand  how  a  vein  could  be  obstructed  by 
the  pressure  of  the  artery  without  it  showing  the  ordinary 
signs  of  obstruction — dilatation  of  the  distal  side.  it 
seemed  to  him  that  the  veins  were  quite  as  large  on  the 
side  near  the  disc  as  on  the  distal  side.  If  there  were 
obstruction,  there  would  be  a  diminished  calibre  on  the 
side  nearest  the  disc.  He  believed  the  ga])  w.'is  due  to 
the  vessels  being-  hidden  bv  thickening"  of  the  coat  of  the 
artery  by  a  highly  refracting  substance. 
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11.   Drawing  of  fundi  u^  shoiclny  marked  arterial  disease ; 
section  of  retina  from  same  case. 

By  Percy  Flemming. 

Thomas  B — ,  a^t.  48  years.  Each  fundus  shows  slight 
optic  neuritis,  numerous  small  white  spots  in  the  central 
region,  larger  and  softer-looking  white  spots  elsewhere  ; 
arteries  very  bright  in  appearance  {"  silver  wire  "  arteries). 
The  upper  and  lower  temporal  arteries  in  the  right  eye 
clearly  obstruct  the  circulation  in  the  corresponding  veins 
at  the  points  where  they  cross  one  another.  The  obstruc- 
tion is  especially  well  seen  in  the  upper  temporal  vein. 
There  are  numerous  haemorrhages,  and  several  of  these 
occur  in  the  territory  drained  by  the  upper  temporal  vein. 

Urine  increased  in  amount;  sp.  gr.  1007—1010;  albu- 
men ^— y  ;  pulse  hard  and  regular  ;  aortic  second  sound 
prolonged,  suggesting  calcification  of  the  valve;  no  cardiac 
hypertrophy. 

The  patient  died  from  apoplexy  two  months  after  the 
drawing  was  made.  No  general  j^ost  mortem  was  possible, 
but  the  eyes  were  removed.  The  retinal  arteries  showed 
enormous  hyaline  thickening  of  their  walls. 

(One  of  the  sections  is  figured  in  Gowers'  Medical 
Ophthalmoscopy  J  4th  edition,  page  198.) 

[Card  specimen.      December  lOth,  1903.) 


12.    Unusual  macular  appearance. 

By   G.    AVlMMKM)    \\()\A.. 

Makch,    1903. —  Failure    of    loft    eye,    previously    (juito 
<r.,()d.      Attended  R.  W.  O.  IF  .July,  1903. 

i     F     1    CVl.    hnv.         ''  '''' 


PLATE  III. 

Fig.  1  illustrates  Mr.   R.   E.   Bickerton's    paper  on  Retinal 
Changes  one  week  after  Contusion  of  Eyeball  (p.  258). 

Fig.  2.  Mr.  Percy  Flemming's  drawing  of  Fundus  showing 
marked  Arterial  Disease  (p   126). 
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TUBERCULOSIS   Ol'   (llOK'oll)   AND    IjOIHLK   ol'TIC    NKIKITIS.     ].ll 

L^'ft  fniulus. — IMjj'inentcd  area  near  macula  crossed  by 
fine  vessels  with  a  few  small  luemorrhages  in  its  neigli- 
l:)oiirhood.  Optic  disc  and  vessels  normal  ;  ri<^lit  fundus 
normal.  {Card  si>ecimeii.      January  2'6th,  1904.) 


13.   Peculiar  symmetrical  swellings  in  tJie  taunilar   i'r(ii<f)t, 
ajyj^arently  due  to  suhretinal  ha^rnorrhac/e. 

By  Rayner  Batten. 

W.  1^ — ,  aet.  58  years. 

RiyJd  eye. — In  the  macular  region  there  is  a  triangular 
swelling  with  rounded  margins,  resembling  a  subhyaloid 
haemorrhage  in  appearance  and  colour,  but  with  retinal 
vessels  passing  over  it  with  hcemorrhages  near  them. 

Left  eye. — There  is  a  similar  swelling,  but  rather  larger, 
and  paler  in  colour. 

There  is  extensive  thinning  of  the  choroid  and  other 
changes  in  both  eyes.  The  left  eye  failed  \^  years 
ago.      The  right  eye  failed  9  weeks  ago. 

Urine. — No  albumen,  no  sugar. 

{Card  specinien.      Jamiary  2Sth,  1904.) 


14.      .1  case  of  tuberculosis  of  tJie  choroid,  and  douhle  optic 

)ieuritis. 

By  John  K.  Linn. 

'I  ^ There   are    few    subjects    of  more  interest  in  ophthal- 
mology   than    the    disease    known    as    tuberculosis  of  the 
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choroid.  The  following  case,  the  drawing  of  which  1 
venture  to  bring  before  this  Society,  appears  to  me  to  be 
sufficiently  rare  to  be  put  on  record.  The  child  whose 
case  I  am  about  to  relate  greatly  improved,  and  was  able 
to  be  discharged  as  cured,  "with  apparently  good  vision. 
Cases  of  tubercle  of  the  choroid  have  been  shown  at  this 
Society  by  Mr.  Mules,  of  Manchester  {Ophthalmic 
Transactions,  vol.  iv,  page  159),  Mr.  Lawford  (vol. 
vi,  page  348),  and  others.  In  spite  of  having  exam- 
ined ophthalmoscopically  a  large  number  of  tubercular 
cases  during  the  last  twenty  years,  I  have  never  been 
able  to  discover  any  tubercular  nodules  in  the  choroid, 
which  is  my  excuse  for  bringing  this  case  before  the 
notice  of  this  Society,  so  that  my  experience  does  not 
coincide  with  that  of  some  other  observers  who  regard 
choroidal  tubercle  as  frequently  present  in  these  cases. 

Anne  W — ,  female,  aet.  6  years,  was  admitted  into  St. 
Marylebone  Infirmary,  W.,  on  July  24th,  1903,  with 
bronchitis  and  tonsillitis.  The  mother  stated  that  the  child 
was  quite  well  previous  to  July  21st,  when  she  began  to 
complain  of  severe  headache  and  vomiting;  she  also  had 
a  sore  throat  and  some  abdominal  pain,  with  distension, 
but  no  diarrhoea.  The  father  died  of  phthisis,  the 
patient  was  the  only  child,  and  no  history  of  syphilis 
could  be  obtained.  On  admission  the  child  Avas  very  ill, 
T.  101-4,  R.  24,  P.  112.  Her  tongue  was  very  dry  and 
furred,  she  was  very  anaemic,  and  in  a  filthy  condition  ; 
her  body  was  covered  with  haemorrhagic  specks  due  to 
pediculi-  and  flea-bites.  Her  throat  was  congested,  the 
tonsils  were  not  enlarged,  and  she  had  a  post-nasal  dis- 
charge. She  had  no  cyanosis,  though  her  breathing  was 
hurried.  No  squint  or  otorrhoea  were  present;  the  pupils 
were  dilated,  equal,  and  acted  to  light  and  accommoda- 
tion; the  spleen  was  slightly  enlarged,  and  the  abdomen 
was  distended,  and  there  was  some  doubtful  pain  on  deej) 
pressure  in  the  right  ilinc  fossa.  A  few  rales  were  heard 
o\-ei"  the  left  lung,  accoiiil>iiiii('(l  l)y  a  slight  liirinic  imn-imn- 
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hoard  over  the  mitral  area  ;  the  urine  was  normal  and  tlic 
re  flexes. 

The  patient  remained  in  a  typhoid  condition  for  the 
next  few  days  after  admission,  and  she  looked  as  if  slie 
wfis  going  to  die.  She  then  became  semi-comatose,  the 
tongue  got  drier,  and  she  became  delirious  ;  the  tempera- 
ture varied  from  101°  to  105°  F.  ;  pulse,  106  to  134; 
respiration  24  to  44.  She  had  an  enema  rash  on  July  26t]i, 
and  did  not  take  her  food  well,  it  being  swallowed  with 
great  difficulty.  WidaFs  reaction  of  the  blood  was  nega- 
tive. No  sputa  could  be  obtained  for  bacteriological 
examination.  On  July  27th  a  few  more  rales  were  heard 
over  the  right  lung,  but  the  physical  signs  showed  no 
consolidation  of  the  lung,  and  the  child\s  general  sym- 
ptoms did  not  improve.  On  July  30th  the  patient  had  a 
sudden,  offensive,  bloody  discharge  from  the  left  ear,  and 
the  auroscope  showed  a  recent  small  perforation  in  the 
membrana  tympani  ;  the  right  membrana  tympani  was 
normal;  she  remained  semi-comatosed  and  curled  up  in 
bed.  Koenig^s  symptom  was  present,  and  the  lower  limbs 
appeared  stiff  and  rigid,  and  there  was  some  retraction  of 
head  and  rigidity  of  the  neck  muscles  ;  the  right  reflex 
patellcD  was  absent.  Babinski's  symptom  was  not  present, 
and  she  did  not  squint.  Both  pupils  dilated  with  atropine, 
and  my  friend  Dr.  Spencer  examined  the  patient's  eyes 
with  me  on  July  30th,  and  we  found  the  left  retinal  veins 
enlarged  and  tortuous,  and  definite  optic  neuritis,  the  disc 
being  moderately  swollen,  with  a  fluffy,  blurred  edge. 
Above,  and  slightly  to  the  temporal  side  of  0.  D.,  was  a 
large  oval  whitish  area,  about  one  third  of  the  size  of  the 
0.  D.  ;  the  retinal  vessels  passed  over  it,  and  it  appeared 
to  be  somewhat  raised,  and  was  free  from  pigment,  with 
the  exception  of  the  finest  line,  situated  at  its  lower  nasal 
border.  Close  to  the  lower  and  outer  edge  of  this  larger 
area  was  a  small  round  patch,  white  in  colour,  and  a 
second  greyish  white  patch  was  situated  below  this,  just 
above  the  inferior  temporal  vessel — no  pigmented  ])atclu\s 
were   found  in  any  part    of  the    fundus.      The   right   eye 
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showed  well-marked  optic  neuritis,  and  more  marked  than 
in  the  left  eye.  No  white  patches  were  found  in  the  yellow 
spot  region  ;  there  seemed  apparently  some  whitish  haze 
of  the  retina,  suggesting  a  swelling,  in  the  centre  of  which 
the  red  macula  was  unusually  distinct.  These  appear- 
ances were  verified  by  Dr.  Batten,  who  kindly  saw  the 
case.  The  patient  remained  in  the  same  condition  until 
August  3rd,  \vhen  Mr.  Lawford  saw  the  case  with  me, 
and  noted  near  and  above  the  macula  in  the  left  eye  that 
there  was  a  grey,  fluffy  patch  of  exudation  in  the  left 
retina,  in  addition  to  the  patches  mentioned,  and  agreed 
with  me  in  thinking  it  was  a  case  of  tubercle  of  the 
choroid.  On  August  3rd  the  child^s  condition  began  to 
improve,  the  temperature  began  to  fall,  and  she  began  to 
look  about  and  notice  things  in  the  ward  (not  able  to  read 
or  write),  and  played  with  her  toys  ;  the  physical  signs  in 
the  chest  cleared  up,  the  tongue  cleaned,  and  had  no 
otorrhoea,  she  took  her  food  well,  the  optic  neuritis  began 
to  subside,  and  she  was  soon  up  playing  with  the  other 
children  in  the  garden,  and  left  the  Infirmary  on  October 
17th,  apparently  ([uite  well.  An  examination  of  the  eyes 
before  she  left  the  Infirmary  showed  in  the  left  eye  the 
oval  area  was  still  present,  one  of  the  smaller  patches  had 
disappeared,  and  the  third  was  fading.  Optic  neuritis 
had  subsided,  leaving  the  discs  a  good  colour  and  vision 
apparently  remained  good. 

Most  physicians  and  ophthalmic  surgeons,  1  believe, 
agree  that  tubercle  of  the  choroid  may  be  found  in  cases 
of  acute  miliary  tuberculosis,  and  chiefly  in  children,  that 
the  nodules  maybe  disseminated  or  solitary,  though  Fuchs 
states  the  solitary  form  of  tuberculosis  of  the  choroid 
accompanying  chronic  tuberculosis  of  the  internal  organs, 
especially  of  the  brain,  is  a  very  rare  disease,  and  there 
are  cases  in  which,  besides  the  tuberculous  nodule  in  the 
eye,  no  focus  of  tubercle  can  })e  clinically  demonstrated  to 
exist  in  the  organism.  Fuchs  also  states  that  the  prognosis 
of  solitary  tubercle  of  the  choroid  is  bad  (and  in  most 
cases    also    life    is    endaugered    tlimugli    the    pi-esence    ot" 
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tiiberciiloiis  disease  in  otlier  parts),  as  tlie  eye  is  fi^enerally 
lost,  and  he  sug^'ests  enucleation,  which  prevents  any  dif- 
fusion of  the  tul)erculous  virus. 

Tlie  (litHculty  in  saying  for  certain  wliether  my  case 
was  one  of  tubercular  disease  of  the  choroid  is  that  it 
was  not  verified  by  autopsy,  and  the  oplitlialnioscopic 
appearances  could  hardly  l)e  taken  by  themselves,  but 
with  the  other  symptoms  I  think  tliero  is  enough  evidence 
to  show  that  it  was  a  case  of  tubercular  disease  of  the 
choroid.  1  was  especially  favoured  in  my  case  in  that  the 
child  was  semi-comatose,  which  allowed  a  thorough 
examination  of  the  fundus,  for  the  difficulty  in  most 
children  appears  to  be  due  to  the  restlessness  of  the 
patients,  which  prevents  a  good  examination  being  made. 
The  pigmentary  changes  so  frequently  found  in  choroiditis 
were  not  present  in  my  case,  and  the  tubercles  were  on 
the  posterior  division  of  the  choroid. 

Dr.  George  Carpenter  and  Mr.  Sydney  Stephenson  have 
reported  many  cases  of  tubercle  of  the  choroid  in  the 
Reports  of  the  Society  for  the  Study  of  Disease  in  CliildreUy 
vol.  i.  The  conclusion  they  come  to  is  that  tubercle  of  the 
choroid  maybe  met  with  in  any  form  of  tuberculosis,  whether 
acute,  chronic,  or  obsolescent ;  they  say  it  is  common  in 
acute  miliary  tuberculosis  and  tubercular  meningitis.  The 
lesions  were  of  small  size,  solitary,  and  limited  to  one  eye  ; 
also  they  were  frequently  seen  in  chronic  tuberculosis. 
And  then  the  tubercle  may  be  single,  multiple,  or  dis- 
seminated; in  some  rare  cases  it  may  attain  great  dimensions, 
and  even  perforate  the  tunics  of  the  eyeball  ;  also,  when 
present  in  the  quiescent  form  of  tuberculosis  it  generally 
takes  the  form  of  a  large,  more  or  less  pigmented  area, 
situated  in  or  about  the  central  region  of  the  fundus 
oculi. 

Mr.  W.  H.  Jessop  said  he  was  extremely  interested  in 
the  case,  because  last  session  he  showed  a  case  in  which 
there  was  a  large  mass  of  tubercle  on  the  sclerotic  and 
also  tubercular  masses  in  the  choroid  ;  tu))ercle  was  found 
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in  Other  parts  of  the  body.  The  choroidal  mass  gradually 
disappeared,  being  disseminated  over  the  retina.  He  saw 
the  case  a  fortnight  ago,  when  the  vision  was  -^^.  There 
was  now  nothing  to  be  seen  except  one  small  white  patch 
at  the  periphery,  and  one  about  the  equator ;  there  were 
practically  no  other  changes  to  be  seen  in  the  retina,  and 
no  pigmentation.  He  was  thoroughly  of  opinion  that  a 
characteristic  of  choroidal  tubercle  was  the  absence  of 
pigmentation  at  the  time  of  the  lesion  and  also  after- 
wards. 


15.  Emholiwi  of  retinal   artery. 

By  Gr.   WiNFIELD    ROLL. 

The  patient  attended  out-patient  department  at  R.W.O.H. 
on  January  12th,  1904,  with  history  of  sudden  and  complete 
blindness  of  right  eye  having  occurred  two  days  previously. 
One  month  previously  had  been  temporarily  blind  in  this 
eye  for  a  period  of  ten  minutes,  but  recovered  completely. 
Right  retina  milky  white,  papilla  misty  ;  dark  red  spot  at 
macula.  Retinal  vessels  at  this  time  presented  a  normal 
appearance.  Fourteen  days  later  the  retinal  arteries 
presented  a  silvery  white  appearance.  Veins  contain  some 
blood,  but  are  small  in  calibre.  V.  now  P.L.  R.  L.  V.  § 
J.  1. 

[Card  specimen.     Jannary  2Sth,  1904.) 

Dr.  A.  Hugh  Thompson  desired  to  enter  a  mild  protest 
against  cases  of  that  sort  being  described  as  embolism  of 
the  central  artery  of  the  retina  unless  there  was  proof  that 
embolism  was  the  cause,  because  in  the  present  day  it  was 
known  that  there  were  several  causes  of  obstruction,  sucli 
as  en(lai-t(n-itis  obliterans,  spasm  in  connection  witli  uteriuo 
trouble  in  young  women,  audi  as  tlic  present  patient,  and 
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possibly  h'duinurrliiLgc  into  llio  nervo-sheiiLli.  W'oiild  il  ii(;L 
be  Ijottor  to  term  tlie  condition  siin])ly  (jlistruction  to  tlie 
central  artery,  leaving  the  diagnosis  as  to  the  cause  open  '1 
Mr.  Roll,  in  reply,  said  there  was  always  a  certain 
amount  of  difiiculty  in  diagnosis  in  such  cases.  lie 
thought  hajmorrhage  into  the  sheath  was  disproved  by  the 
fact  that  slie  had  a  temporary  loss  of  vision  previously. 
About  two  months  before  she  lost  the  sight  of  the  eye  for 
ten  minutes,  but  it  was  recovered  completely  afterwards. 
There  was  no  evidence  of  any  menstrual  or  uterine 
cause.  The  patient^s  age  and  her  general  condition 
precluded  any  disease  of  the  arteries.  There  was  no 
heart  trouble  or  organic  disease  which  might  account 
for  embolism  having  taken  place ;  but  by  a  process  of 
exclusion  one  was  driven  rather  to  think  that  embolism 
might  be  the  cause.  The  arterial  condition  resembled  the 
spasm  which  occurred  in  Kaynaud^s  disease.  She  had  now 
lost  the  sight  three  or  four  weeks. 


16.  Midtiplc  ruj^turett  of  the  choroid,  with  jxiculiar  clauKjeti 

at  the  macula. 

By  Geokge  W.  TiiOMrsoN. 

Miss  C— ,  jet.  22.  On  January  Gth,  1901-,  left  eye 
struck  by  cork  out  of  soda-water  bottle.  (Jreat  pain 
followed,  and  she  saw  ^'  red."  Vision  on  January  cSth, 
when  first  seen,  was  less  than  fingers.  Pupils  active. 
Fundus  view  imperfect,  probably  due  to  luemorrhage  into 
vitreous. 

January  Titli,  1904. — Six  days  after  accident.  Vision 
hand  movements.      Pupils  active. 

1.  Optic  disc  appears  normal. 

2.  Macular  re(/io}i. — The  centre  stands  out  as  a  cherrv- 
red     spot,    looking    like    a    luemorrhage.      Slight    (edema 
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around,  but  })articularly  concentrated  at  the  upper  tem- 
poral quadrant  of  the  macula  and  innnediate  region  beyond 
here — a  slightly  pigmented,  somewhat  raised  swelling. 

3.  About  four  disc-diameters  from  the  optic  disc, 
directly  wp,  a  horizontal  band,  palish-white  in  colour,  and 
obscured  partly  by  a  thin  layer  of  blood,  and  at  one  place 
by  pigment,  is  seen.  This  band  expands  at  its  temporal 
side.  Above  this  large  band  is  a  series  of  smaller  ones, 
more  or  less  horizontal  in  direction.  The  retinal  vessels 
cross  over  the  bands  as  if  bridging  a  gap.  Inhere  are 
besides  one  or  two  large  pale  plaques  of  oedema  above  the 
optic  disc.  The  superior  temporal  artery  is  very  pale,  as  if 
insufficiently  filled  with  blood,  perhaps  due  to  a  thrombus 
formed  at  the  time  of  the  accident. 

January  26th,  1904. — Pupils  active.  A^ision  =  fingers  at 
one  yard,  hand  above  ;  at  times  top  part  of  ^  if  she  looks 
down.  Ophthalmoscope  :  The  macula  as  before.  The  lines 
of  rupture  are  very  distinct.  Most  of  the  haemorrhage 
has  been  absorbed.  The  borders  of  the  large  band  of 
rupture  are  very  sharp  at  places.  A  little  pigment  is  seen 
over  the  surface.  The  temporal  end  of  the  band  is  now 
seen  to  expand  and  to  partially  bifurcate,  the  upper  limb 
curving  u})wards  as  well  as  to  the  temporal  side.  The 
smaller  bands  as  before. 

The  field  of  vision. —  (1)  Absolute  central  scotoma  for 
10  mm.  white,  while  scotoma  enlarges  on  the  nasal  side  ;  it 
is  a  little  less  marked  on  the  temporal,  and  least  so  above 
and  below.  (2)  Field  shows  absolute  loss  for  10  mm.  white 
in  a  part  of  the  inferior  temporal  segment,  and  to  a  less 
extent  the  inferior  nasal. 

(Card  specimen.      January  2St}i,  1904.) 
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1  7 .   N'kj ht-h Ihuh i estf . 
By  Major  11.  Smith. 

Thekk  lias  appeared  a  good  deal  on  the  trealnieni  of 
niglit-bliudiiess  within  the  past  few  years  in  the  medical 
journals,  which  would  lead  people  who  are  vei'y  easily 
satisfied  with  evidence  to  the  conclusion  that  night-blind- 
ness is  a  single  simple  entity  and  functional.  Such  is 
very  far  from  being  the  real  state  of  affairs.  1  propose 
to  relate  the  following  series  of  cases,  taken  just  as  they 
come,  without  any  selection  or  exclusion  except  in  so  far 
as  I  exclude  syphilitic  cases,  observed  at  the  Jallundur 
Civil  Hospital  in  the  Punjab  within  a  few  months. 

Night-blindness  is  a  symptom  very  prevalent  in  the 
Punjab,  and  in  my  opinion  we  have  to  deal  with  chiefly 
retinitis  pigmentosa  and  retinitis  j>iiptient()s(i  sine  pigmeiito. 
It  will  be  observed  in  the  cases  related  that  only  one  case 
of  idiopathic  night-blindness  occurs,  though  the  area  from 
which  patients  were  coming  to  Jallundur  covered  a  good 
deal  of  famine-stricken  country.  In  my  experience  idio- 
pathic or  starvat^ion  niglit-blindness  is  exceedingly  rare  in 
the  Punjab.  In  the  cases  I  relate  a  diabetic  case,  and 
such  cases  are  not  rare  in  a  country  like  India,  in  which 
diabetes  prevails  to  a  much  larger  extent  than  it  does  in 
Europe.  I  also  relate  a  few  cases  of  malarial  retinitis,  inas- 
nuich  as  I  am  of  the  opinion  that  retinitis  jyiymeiitosu  and 
retinitis  pigraentosa  sine  pigviento  have  often  their  origin 
in  malarial  fever,  and  also  as  I  consider  that  malarial 
retinitis  is  very  much  more  frequent  than  is  commonly 
recognised. 

In  the  cases  in  which  syphilis  is  not  mentioned  it  has 
not  been  overlooked.  In  my  experience  of  Northern 
India  syphilis  is  a  com})aratively  rare  cause  of  disease  of 
the  eye  outside  cantonments  and  towns  of  over  1,000,000 
population. 
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Tlie  case  of  idiopathic  iiiglit-blindness  recovered 
under  treatment.  Tlie  eifect  of  treatment  on  acute 
malarial  retinitis  is  satisfactory — whether  relapses  occur 
or  there  is  increased  liability  to  some  of  the  two  forms 
of  slowly  progressive  degeneration  of  the  retina  I 
am  not  prepared  to  say.  As  regards  the  treatment  of 
retinitis  pigmentosa  and  retinitis  pigmentosa  sine  pigmento, 
which  constitute  the  very  vast  majority  of  the  cases  of 
night-blindness,  in  my  opinion  not  one  of  the  '^  specifics  '' 
for  night-blindness  is  of  the  slightest  use.  Until  we  find 
some  means  of  curing,  or  even  of  delaying,  the  progress  of 
similar  nerve  degenerative  conditions  in  other  parts  of  the 
body,  I  see  no  hope  for  retinitis  pigmentosa  and  retinitis 
pigmentosa  sine  pigmento.  The  slow  progress  of  the  disease 
constitutes  it  a  field  in  which  the  quack  flourishes. 

Observations  on  treatment  which  do  not  give  the  retinal 
condition  are  absolutely  worthless,  as  are  also  observations 
on  treatment  which  do  not  extend  over  a  considerable 
period  of  time  in  each  case.  The  facts  related  in  the  cases 
require  no  comment  here — they  speak  for  themselves. 
Consanguinity  had  no  apparent  connection  with  night- 
blindness  in  my  experience. 


Cases. 
Retinitis  pigmentosa  sine  pigmento. 

1 .  Gholam  Ali,  a3t.  35  years,  male.  Had  fever  and  an 
eruption  a  year  ago.  Treated  by  bleeding  from  the  arm. 
Ten  days  after  (he  had  only  one  eye)  he  noticed  slight 
failing  of  sight  at  night,  which  has  steadily  increased 
since.  Ophthalmoscopic  appearances  :  Slight  degenera- 
tion of  the  retina  ;  no  appearance  of  sy})hilis  in  the  eye  or 
elsewhere. 

2.  V\v  Din,  niak',  ait.  9  years.  Had  good  vision  until 
live  years  ago,  when  he  had  severe  \'v\vv  for  a  month 
(malarial).  Inimediately  after  t  Ik;  lever  lie  was  noticed 
t<»  be  niglit-liliiid,  wliicli  steadily  pi-ogressed.      ()j)hthalmo- 
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scopic  iippc'jiniiices  :    Adviiiiccil    pr(j;j;rL'ssiv(j    (Jcgt'iicriitiuii 
of  tlio  rotiniu. 

3.  Kaiiiul,  a3t.  12  yojirs,  iiuile.  I^]i<^]it  years  ago  lie  had 
fever  (malarial)  fur  tliree  weeks,  on  the  disappearance  of 
which  night-blindness  set  in,  and  has  steadily  progressed 
since.  0})litlialnioscopic  appearances  :  Progressive  retinal 
degeneration. 

4.  Nand  Ram,  male,  aet.  25  years.  NigliL-blindness 
set  in  five  years  ago  immediately  after  tliree  weeks' severe 
fever  (malarial).  Niglit-blindness  set  in  and  steadily  })ro- 
gressed  since.  Ophthalmoscopic  appearances  :  Advanced 
progressive  retinal  degeneration. 

5.  Raji,  female,  a3t.  23  years.  Had  severe  fever 
(malarial)  four  years  ago.  On  recovery  she  went  out  to 
pick  cotton  and  observed  failing  sight,  which  was  very 
marked  at  night,  and  in  a  few  days  she  was  ])ractically 
blind.  Ophthalmoscopic  appearances  :  Advanced  retinal 
degeneration. 

6.  Ramji  vSat,  adult  male.  Seven  years*  steadily  pro- 
gressive night-blindness.  Commenced  immediately  after 
severe  fever  (malarial),  and  which  he  attributes  to  the 
condition.  Ophthalmoscopic  Jippearances :  Progressive 
retinal  degeneration. 

7.  Bhagwani,  female,  a3t.  25  years.  Slow  and  steadily 
progressive  niglit-blindness,  distinctly  traced  to  origin, 
immediately  after  severe  malarial  fever.  Ophthalmoscopic 
appearances  :  Progressive  retinal  degeneration. 

8.  Fazal  Mahomed,  male,  a*t.  9  years.  Sight  failing 
three  and  a  half  years.  Night-blindness  came  on  sud- 
denly after  severe  malarial  fever  three  and  a  half  years 
ago.  Discs  whitish  ;  fundus  mottled  greyish,  with  })atches 
of  choroidal  })igment  and  choroidal  vessels  showing.  No 
history  or  appearance  of  syphilis. 

9.  Resham,  male,  let.  30  years.  Night-blindness  for  the 
past  six  months,  and  diminution  of  day  vision  noticed  as 
well.  History  of  origin  in  malarial  fever.  Ophthalmo- 
scopic a}i])earances  :    (Jeneral  retinal  atro|)liy. 

10.  Khair    Din,    adult  male.       Night-blindness    several 
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years.      No   history   of   cause.      Oplithalnioscopic  appear- 
ances :   Advanced  retinal  atrophy. 

11.  Ghohim  Khadir^  male,  aet.  25  years.  Night-blind 
for  the  past  five  years.  Can  only  see  at  night  with  a 
bright  light  and  in  full  daylight.  No  satisfactory  history 
of  a  cause.  Ophthalmoscopic  appearances  :  Progressive 
retinal  degeneration. 

12.  Kliair  Din,  adult  male.  Night-blind  one  year.  No 
history  of  any  illness.  Ophthalmoscopic  appearances  : 
Progressive   retinal  degeneration. 

13.  Ismail,  male,  aet.  25  years.  Progressive  night- 
blindness  for  the  past  four  years.  No  known  cause. 
Ophthalmoscopic  appearances  :  Progressive  retinal  degen- 
eration. 

14.  Jamnii,  female,  a^t.  16  years.  Progressive  night-blind- 
ness for  the  past  four  years.  No  satisfactory  history  of  a 
cause.  Ophthalmoscopic  appearances  :  Progressive  retinal 
degeneration. 

Reti7iitib'  'pigmentosa. 

1.  Budha,  male,  iet.  14  years.  Had  severe  malarial 
fever  for  a  fortnight,  about  three  years  ago,  immediately 
after  which  it  was  noticed  that  vision  was  failing  at  night, 
and  it  has  steadily  progressed  till  the  present  time,  when 
he  can  only  recognise  day  from  night.  History  very 
definite.  Ophthalmoscopic  appearances:  Advanced ?'fc!^mi^i6* 
jjiymentos-a. 

2.  Harnam  Singh,  male,  aet.  26  years.  Night-blind 
five  years.  No  satisfactory  liistory  of  a  cause.  Ophthal- 
moscopic a])pearances  :  Well-marked  retinitis  jngmentob'a. 

3.  Hira  Sal,  male,  '<vt.  46  years.  Twenty  years  ago 
lie  noticed  night-blindness,  which  steadily  progressed  until 
lie  can  now  only  i-ecognise  day  fi-oni  night.  No  satisfac- 
tory histoi-y  of  a  cause.  ()})hthalmoscopic  appearances: 
Advanced  rrtiiiitis  jrigmoif o.sa. 

4.  Sliam  Singh,  adult  mah'.  Niglit-ltlind  lor  1  lie  j)iist 
ten  years.  No  satisfactory  history  of  a  cause.  Ophtlial- 
inoKcopic  ;i)»))<';iiances  :    Hrtinitis  j)i(/mentosu. 
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5.  SjuIjuuukI,  Jidult  iiuilc.  \i<i;Iit-l)Iin(l  tor  the  past 
25  ycJirs.  No  stitisfiictory  liistcji-y  ul  ii  ciuise.  Opthaliuu- 
sco})ic  appcarauces  :  Advanced  retinitis  piyvn'iitosa. 

G.  Katliu,  adult  male.  Night-blindness,  gradually  pro 
gressive  for  the  ])ast  ten  years;  very  good  vision  at  present, 
daylight.  No  satisfactory  history  of  a  cause.  Ophthalmo- 
scopic ap})earances  :    Well-marked  retinitis  jmjiiientosd. 

7.  Abdulla,  male,  a3t.  15  years.  Progressive  night- 
blindness  for  ten  years.  No  satisfactory  history  of  a 
cause.  Ophthalmoscopic  appearances  :  Advanced  retinitis 
jngniento.sa. 

8.  Bela,  male,  jet.  12  years.  Night-blind.  No  satis- 
factory history.  0})htlialmoscopic  ap])earances  :  Retinitis 
'pigmentosa. 

9.  Adult  male.  Night-blindness  commenced  12  years 
ago.  Can  give  no  satisfactory  history  of  a  cause. 
Ophthalmoscopic  appearances  :   Retinitis  jngmmtosa. 

10.  Female,  aet.  27  years.  Gives  a  history  of  night- 
blindness  setting  in  immediately  after  severe  malarial 
fever.  Ophthalmoscopic  appearances  :  Advanced  retinitis 
pigmentosa. 

11.  Hashim,  male,  ast.  30  years.  Night-blind.  Can 
give  no  satisfactory  history  of  a  cause.  0})hthalmoscopic 
apj)earances  :   Retinitis  pigmentosa. 

12.  Atru,  male,  'dit.  25  years.  Night-blindness,  wliicli 
he  says  was  congenital,  meaning  as  long  as  he  remembers. 
No  history  of  a  cause.  Ophthalmoscopic  appearances  : 
Retinitis  pigi)ie}itosa. 

13.  Ilwan,  male,  iet.  30  years.  (Jradually  ])rogressive 
night-blindness  for  the  })ast  ten  years.  No  history  of  a 
cause.  0})hthalmoscopic  appearances  :  Retinitis  pig- 
mentosa. 


Tdiopatinc  or  starvation  )ii«/lit-J)lin(lness. 

J.  Munshi  Klian,  male,  ajt.  30  years.  For  the  })ast  three 
years  he  becomes  night-blind  in  his  left  eye  in  the  spring 
and  summer,  and  gets  all  right  in  the  autumn  aiul  winter. 
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His  right  eye  does  not  become  affected.  He  is  physically 
below  j^ar.  Ophthalmoscopic  examination  shows  nothing 
abnormal,  except  slight  congestion  of  the  disc  and  slight 
blurring.      No  history  or  appearance  of  syphilis. 

Eclipse  blindness. 

Two  cases  of  eclipse  blindness  came  under  my  observa- 
tion. 0})hthalmoscopic  examination  revealed  nothing  except 
a  general  retinal  haze,  which  was  so  slight  as  to  be  hardly 
appreciable. 

Malarial  retinitis. 

1.  Imam  Din,  adult  male.  Four  years  ago  he  lost  his 
sight  suddenly  in  severe  malarial  fever,  with  vomiting, 
which  lasted  for  1|  years.  Ophthalmoscopic  appearances: 
Atrophy  of  both  retinae. 

2.  Fatma,  aet.  5  years.  Had  severe  fever  for  20  days, 
after  which  it  was  noticed  she  was  stone  blind.  After  a 
short  time  blindness  became  partial.  At  the  time  of 
examination  the  retinae  presented  the  usual  appearance  of 
retinitis  inymentosa  advanced.  If  this  case  had  been 
milder  in  its  progress  I  think  it  would  have  been  an  ordinary 
case  of  night-blindness. 

3.  Fasheram,  male,  ddt.  16  years.  Had  severe  malarial 
fever  a  month  before  examination,  and  on  getting  better 
it  was  noticed  that  there  was  a  considerable  diminution  of 
vision.  There  was  no  night-blindness  as  distinguished 
from  day-blindness.  On  ophthalmoscopic  examination, 
there  was  nothing  abnormal,  except  that  the  discs  were 
paler  than  usual.  Treated  with  strychnia  and  quinine 
there  was  a  rapid  improvement,  but  I  have  doubts  as  to 
whether  it  will  endure. 

4.  Bai'ii,  male,  a.'t.  7  years.  Had  severe  malarial 
fever  for  five;  days,  at  the  end  of  which  time  he  was 
noticed  to  Ije  stone  blind.  Jk'fore  the  fever  vision  was 
perfect  ;  when  seen  five  days  after  the  attack,  the  pupils 
were  dilated;  there  was  no  react  ion  to  liglit  on  oplitlialmo- 


NIGHT-BLINDNESS.  1  1  I 

scopic  examiiiJition.  There  wjis  visi])Ie  iiuu-ked  optic 
neuritiH.  '^J^hc  g'Oiicral  fundus  was  uiucli  paler  than  usual. 
Tlie  vessels  wore  of  normal  size,  and  over  the  fundus  there 
was  the  a})pearance  of  a  very  slight  general  haze.  When 
under  mercury  and  quinine  for  eight  days,  re-examined, 
the  discs  and  general  fuiuli  looked  slightly  pale,  vessels 
ratlier  empty,  no  haze,  vision  good. 

5.  lihemat,  female,  set.  30  years.  Suffered  for  four  or  five 
days  from  a  severe  cold,  which  laid  her  up  in  bed — from 
the  account  it  looks  like  influenza — at  the  end  of  this  time 
she  was  stone-blind  in  the  left  eye.  About  three  weeks 
afterwards  she  came  to  hospital,  and  was  observed  to  have 
optic  neuritis  in  that  eye.  She  was  treated  with  iodide 
of  potassium  and  perchloride  of  mercury,  and  at  the  end 
of  six  weeks  her  vision  was  completely  recovered.  Four 
months  later  she  returned,  saying  that  the  condition  had 
suddenly  recurred  a  few  days  previously.  On  re-examina- 
tion, the  fundus  and  disc  were  somewhat  hazy.  The 
disc  and  vessels  were  small.  There  were  patches  in  the 
fundus  indicating  ha)morrhage.  The  retina  was  atrophic. 
I  think  the  process  had  been  going  on  steadily,  but  that 
she  had  not  observed  it,  having  one  good  eye. 

Dia h die  night- h lin dness . 

].  Bhundali,  adult  male.  Night-blind  \\  years,  left 
eye.  Disc  slightly  congested  ;  white  patches  just  internal 
to  the  disc  ;  one  white  patch  the  size  of  a  pea,  and 
nearly  round.  Also  black  nnd  red  s]iots  and  progressive 
degeneration  of  the  retina. 

Right  Eye. — Slightly  congested  disc,  fundus  greyish- 
white;  white  patches,  irregular  in  sha])e,  below  the  disc. 

(Fvhrunnj  \  \fli,  inot.) 
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18.   Cerehral  d  e  general  ion  ^  irifli  symmetrical  changes-  in  the 
maciiLv,  in  fliree  memhers  of  a  family. 

By  M.  S.  Mayou. 

The  patients  arc  under  the  care  of  Mr.  E.  Treacher 
Collins  at  the  Royal  London  Ophthalmic  Hospital. 

Family  history. — The  patients  are  the  children  of  first 
cousins.  A  doubtful  specific  history  was  given  by  the 
mother.  No  history  of  insanity  in  the  family  except  that 
the  father's  brother  was  very  "  dull ''  when  a  child  (now 
in  the  navy). 

Married  1 1  years  ;  7  children  ;   1  miscarriage.      Order  : 

1st. — Miscarriage^  3  months  (mother  had  at  this  time  a 
severe  sore  throat). 

2nd. — R.  K — ,  now  set.  10  years;  born  with  forceps; 
patient. 

3rd. — L.  K — ,  now  a3t.  9  years ;  patient. 

4th. — B.  K — ,  now  set.  8  years ;  patient. 

5th,  6th,  7th. — Bright,  healthy  children. 

R.  K — ,  tet.  10  years,  male.  CO.  Failure  of  sight,  4 
years^  duration. 

Personal  history. — Always  been  a  bright,  intelligent, 
healthy  boy  up  to  four  years  ago,  when  he  had  an  attack  of 
measles.  About  that  time  both  sight  and  intellect  began 
to  go ;  since  that  time  he  has  been  gradually  getting 
worse.      'J'hc  father  says  he  sees  best  at  night. 

Present  condition. —  Patient  walks  sideways  generally 
with  his  head  and  eyes  turned  to  the  left.  There  is 
excentric  fixation,  with  occasional  divergence  of  the  left 
eye. 

PnjnU. — Dilated,  ecjual,  sluggish  reaction. 

Vision. —  Right  and  left  fingers  at  2  feet  with  difli(;iiltv  ; 
can  only  tell  large  (;})j(;cts  (difiicult  to  test  owing  to 
mental  condition). 

Mcdtd. — Clear. 
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FiDulns. — The  discs  are  of  ^'ood  coloin-,  l)iit  arc  very 
sharply  defined  down  and  out.  At  the  macula  in  eaoh 
oye  there  is  a  small  dark  (reddish-black)  spot,  surroiindino^ 
wliich  and  extendin*^  into  fundus  a  coarsely  granuhii- 
pip^mentod  condition.  'Phere  are  no  chano-es  in  the  ex- 
treme poripliery  visible. 

L.  K — ,  Jct.  9  years,  female. 

Pnsf  history. —  Strong,  healthy,  intelligent  child  up  to 
three  years  ago,  when  her  intellect  began  to  go  ;  since 
this  time  it  has  been  steadily  getting  worse. 

Present  condition. — At  school  she  is  at  the  bottom 
of  the  first  standard.  She  has  not  complained  of  her 
sight  being  bad.  ^^ory  dull,  iiei'vous  child,  otliorwise 
healthy. 

Pupils. — Ecjual,  2  mm.,  sluggish  reaction. 

Vision. — Not  obtained. 

Fields. — For  hand  movements  good. 

Media. — Clear. 

Fundus. — Discs  somewhat  ])ale,  (\specially  down  and 
out,  where  the  edges  are  sharply  outlined.  At  the 
macula  there  is  tlie  same  granular  pigmentation,  the  dark 
spot  not  being  so  well  marked  as  in  her  brother.  The 
retinal  reflex  over  the  area  is  very  bright.  The  condition 
is  much  more  limited  to  the  macula  than  in  the  former 
case. 

]3.  K — ,  a)t.  8,  female. 

Present  history. — Very  backward  at  school;  has  recently 
been  sent  down  from  the  first  standard  to  tlu^  infants' 
school.  Is  much  more  intelligent  than  former  ])atients, 
otherwise  healthy. 

Present  co7ulitio)i. — Alternating  divergent  strabismus 
when  looking  in  the  distance  ;    central  fixation. 

Pnjnls. — Equal  2  mm.,  sluggish  reaction. 

Vision. — J^ight  and  left,  3-^   unimproved  — . —  V 

Fields. — For  hand  movements  good. 
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Fundi. — Faint  stippling  at  each  macula;  no  other 
change. 

Remarks. — The  cases  seem  to  belong  to  a  very  typical 
class,  instances  of  which  have  been  previously  shown  at 
this  society  by  Messrs.  R.  D.  and  F.  E.  Batten  {Trans. 
Ophfli.  Soc.,  vol.  xvii,  p.  48;  vol.  xxiii,  p.  386). 

The  chief  points  in  the  cases  seem  to  be  : 

1.  A  syphilitic  history  in  the  parents,  but  no  other 
evidence  of  congenital  syphilis  in  the  children. 

2.  The  simultaneous  onset  of  the  ocular  and  mental 
condition,  generally  between  the  ages  of  7  and  14  years. 
(The  mental  condition  was  absent  in  Mr.  R.  D.  Batten's 
case.) 

3.  The  loss  of  central  vision. 

4.  The  typical  appearance  of  the  macula  above  described. 

(Card  specimen.      February  11th,  1904.) 

Mr.  Sydney  Stephenson  said  he  thought  the  cases 
shown  by  Mr.  Mayou  belonged  to  a  well-characterised 
clinical  group,  marked  by  eye  changes  on  the  one  hand 
and  systemic  changes  on  the  other.  The  eye  changes 
seemed  to  include  some  pallor  of  the  optic  disc,  smallness 
of  the  retinal  vessels,  and  pigmentary  alterations  in  the 
yellow  spot  region.  The  general  changes  appeared  to 
range  from  mere  irritability  on  the  one  hand  to  actual 
idiocy  on  the  other.  A  number  of  such  cases  had  been 
reported  within  the  last  few  years,  and  it  must  be  a 
gratification  to  the  Society  to  recall  the  fact  that  the 
first  case  of  the  kind  was  shown  at  the  Society  by  Mr. 
Rayner  D.  Batten,  in  1897.  Though  the  mental  changes 
in  that  case  were  not  very  marked,  the  changes  in  the 
fundus  resembled  those  wliich  Mr.  Mayou  had  shown. 
Dr.  Still  and  Mr.  Donald  Gunn  also  showed  a  case  in  a 
young  child  last  year.  Dr.  F.  E.  Batten  showed  two 
cases  in  the  same  family,  where  the  children  werc^  mentally 
affected  and  had  those  fundus  changes,  llirschberg  last 
niuntli  j)u])lishcd  "^^  a  similar  case  in  a  boy  a3t.  14  years, 
•   Ceiiti-dlhl./.  [iriik.  Anijenhcilk.,  January,  l'.M)l. 
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whore  tlu;  tHiidiis  cliaiiges  coincided  with  tlic  iiiciital  ones. 
He  had  Iiiiiisclt"  seen  one  case  in  a  i^irl  of  12  years,  the 
offs{)rin^  of  a  C()nsan<^iiineons  niairiage.  Ho  saw  Ihi- 
only  once.  Slie  lind  diimgos  similar  to  those  in  Mr. 
Mayou\s  cases,  and  she  was  weak-minded.  Two  points 
stood  out  in  the  cases:  (1)  consanguinity  of  marriage, 
whicli  was  present  in  Hirschberg's  case  and  his  own,  as 
well  as  in  Mr.  Mayou's,  so  he  understood,  and  (2)  syphilis 
in  the  parents.  That  was  present  in  Mr.  Rayner  Batten^s 
first  case,  and  ho  understood  it  was  present  in  Mr.  Mayou's 
cases  shown  that  evening. 

Mr.  Mayou,  in  reply,  said  he  had  referred  in  his  notes 
to  Mr.  Batten\s  cases,  but  he  was  not  aware  of  the  others 
mentioned  by  Mr.  Stephenson.  It  Avas  certain  that  the 
sight  of  the  children  failed  ;  the  sight  of  all  of  them 
failed  about  the  same  age,  namely  7  years,  and  their 
mental  condition  deteriorated  about  the  same  time.  The 
children  were  at  school,  and  they  were  sent  down  to  lower 
classes  because  they  could  not  do  their  lessons. 


19.  A  case  of  covipi'csswii  of  flw  rrfinaJ  veins  hy  thickcnnl 
arteries,  iritli  JuiwiorrJiagcs  and  2>a/c/<r.v  of  wliifc 
exudation  in  the  rigid  eye  only. 

By  John  R.  Lunn. 

Thomas  M — ,  ^t.  61,  widower,  a  smith  by  trade,  was 
admitted  into  St.  Marylebone  Infirmar}^  November  4th, 
1903,  complaining  of  loss  of  sight  of  the  right  eye,  which 
had  been  failing  for  five  months,  accompanied  by  attacks 
of  giddiness.  No  history  of  gout,  rheumatism,  Bright's 
disease,  syphilis,  or  blow  could  be  obtained.  On  admission 
the  right  pupil  was  a  little  dilated  and  acted  slightly  to  light; 

vol.  XXIV.  10 
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he  could  read  R.  2~oo'  '^^^^  counted  fingers  at  10  inches. 
L.  V.  f  §  +  2  D.  =  |£  ;  reads  IJ  c  +  5'5  D. 

Ophthalmoscopic  af]jearances  of  the  right  eye. — There 
is  a  large  area  above  the  macular  region  and  extending 
upwards  above  the  optic  disc,  occupied  by  extensive  retinal 
hi^morrhages  and  patches  of  white  exudation.  The  retinal 
veins  are  in  several  places  obstructed  by  their  companion 
arteries,  where  the  latter  cross  them ;  this  is  particularly 
obvious  in  the  case  of  the  superior  macular  vein,  which  is 
obstructed  near  the  O.D.  by  the  artery  which  crosses  over 
it  at  this  point.  The  haemorrhages  in  this  district  are  no 
doubt  due  to  the  consequent  blocking  of  this  vein.  The 
arteries  themselves  are  somewhat  small,  not  especially 
tortuous,  but  show  the  white  streak  in  their  centre,  in- 
dicating thickening  of  the  vascular  walls.  The  rest  of 
the  fundus  is  free  from  any  ophthalmoscopic  changes,  and 
the  colour  of  the  optic  disc  is  normal.  There  are  no 
chano-es  in  the  left  fundus.  There  is  no  albumen  in  the 
urine,  sp.  gr.  1010. 

I  think  the  case  resembles  Mr.  Gunn's  cases  of  silver- 
wire  appearances  of  the  retinal  vessels  in  general  arterial 
disease. 

{Card  specimen.      March  iOth,  1904.) 

Dr.  Lunn  said  he  brought  the  case  for  an  opinion  as  to 
whether  anything  could  be  done.  Mr.  Marcus  Gunn's  pro- 
gnosis in  this  condition  seemed  a  serious  one,  as  such 
patients  appeared  to  die  in  about  six  months.  The  left  eye 
was  rather  suspicious-looking,  and  he  thought  the  arteries 
were  affected  in  that  also.  Mr.  Nettleship  had  suggested 
to  him  that  the  patient  should  be  bled  well,  and  put  upon 
calomel  ;  that  was  a  somewhat  old-fashioned  treatment, 
but  he  would  be  glad  to  hear  what  other  members  thought 
of  it,  and  lie  intended  trying  tliis  course  of  treatment. 

Mr.  Nettlkshii'  pointed  out  that  he  suggested  the 
patient  should  be  jiurged,  not  bled. 


ALBUMINURIC    liKTINlTIS.  ll? 


20.  A  cfisr,  of  albuminuric  retinitis',  three  years  after  the 
acute  attack,  in  which  a  detachment  of  the  retina  has 
spontaneoii.sJy  suhsided  in  hotJi  ryes. 

By  H.  L.  Eason. 

W.  K — ,  aet.  29  years,  was  admitted  into  Guy's  Hospital 
December  20th,  1900,  suffering  from  acute  tubal  nephritis. 
Urine  1020,  albumen  10  parts  per  1000;  granular  casts  and 
leucocytes  in  great  abundance  ;  some  red  blood-corpuscles. 
Much  oedema  of  feet  and  legs.  Discs  and  fundus 
normal. 

The  patient  lay  in  the  hospital  for  nine  months  suffer- 
ing from  very  extensive  and  general  anasarca.  The 
amount  of  albumen  at  one  time  was  as  high  as  28  parts 
per  1000,  and  the  urine  was  repeatedly  examined  and 
found  to  contain  epithelial  and  granular  casts,  leucocytes, 
and  red  blood-corpuscles.  The  patient  had  several  uraemic 
convulsions  and  frequent  diarrhoea. 

On  February  4th  albuminuric  retinitis  was  first  noticed, 
and  coincidentally  there  was  great  oedema  of  both  conjunc- 
tivse,  which  protruded  through  the  palpebral  aperture  ;  by 
April  14th  vision  had  diminished  to  counting  fingers  at 
S  feet. 

On  April  16tli  Mr.  A.  W.  Ormond  saw  the  patient  and 
noticed  that  both  retina3  were  detached,  and  a  diagnosis  of 
albuminuric  retinitis,  with  detachment  of  the  retina  in  both 
eyes,  was  made,  and  a  sketch  inserted  in  the  medical 
reports.  The  detachment  could  be  seen  with  a  +  10  D  spli., 
the  patient  being  slightly  hypermetropic. 

Patient  remained  in  about  the  same  condition  till  Sep- 
tember, 1901,  when  he  went  to  the  infirmary.  He  was 
seen  again  in  June,  1902,  when  he  came  up  to  out- 
patients. By  this  time  the  detachments  had  disappeared, 
iind  the   fundus  greatly    resembled  its  present  condition. 
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There   were,   however,    several   siibh3'aloid   ha)morrhages^ 
which  have  since  disappeared. 

The  present  condition  of  the  patient's  vision  is — R.  E.  : 
Y.  =  3%,  c  f  1-5  Dsph. 

L.  E.  :    V.  -  A,  c   "^  ^ 
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+  '75  axis  vertical. 

Fields  for  white  practically  free. 

Fields  for  colour  too  small  to  plot  out. 

The  patient's  fundus  in  the  left  eye  has  been  very 
accuratel}^  depicted  by  Miss  Brooks,  and  is  principally 
noticeable  for  the  small  size  of  the  vessels  and  the  blurred 
appearance  of  the  disc,  which  still  retains  some  pink 
colour,  and  a  circle  of  small  white  patches  outside  the 
macula  which  surround  a  round,  olive-green  mass  about 
half  the  diameter  of  a  disc.  Over  this  runs  a  vessel  which 
does  not  apparently  communicate  with  the  outside. 
There  is  wide-spread  disturbance  of  the  pigment  epithelium 
of  the  retina,  and  the  superficial  layers  of  the  choroid  are 
atrophic. 

At  the  lower  part  of  the  fundus  are  numerous  dark 
striae  or  cracks  in  the  retina  where  the  detachment  was 
formerly.  They  apparently  do  not  resemble  the  so-called 
"  angioid  "  streaks  which  have  been  described,  but  may 
possibly  be  due  to  heaping  up  of  the  retinal  pigment 
epithelium. 

I  am  indebted  to  Dr.  Frederick  Taylor  for  permission 
to  show  this  case. 

[Card  sijecimen.      March  lOtlt,  1904.) 


21.   An  unnsital  form  of  colohoma  of  the  clioroid. 

}3y  A.  Hugh  Thompson. 

The  patient  is   a  girl  let.   10  years.      In    the  right  eye 
tlioru  is   a  coloboma  of  tlic  iris  directly  downwards  and  w 


?    TIJBERCIILOUS    ('IK  )i:()I  DITIS.  I  |!« 

few  tiigs  ol"  cjipsulo-capilliiry  incnibi-jiiic.  'I'lic  pcciiliai- 
slijipe  of  tin;  ])upil  wjis  noticed  by  i\\v.  iiiotlit^r  after  bii'tli. 

Near  the  j)rripIi(M'y  of  tlic  riindus,  iiiid  directly  down 
from  the  iii;icnl;i,  there  is  a  white  oval  ])atch,  well  defined 
at  its  lower  niar^-in,  but  at  its  upper  chan<^ing  <4"radually 
into  normal  choroid,  so  that  here  it  looks  much  more  like 
choroiditis  than  a  coloboma.  It  is  also  peculiar  in  having'-  a 
bridge  of  normal  choroid  between  its  lower  margin  and 
the  equator.  , 

There  is  H.  astig.  +  1*25  D  against  the  rule.  V.  -j-g, 
not  improved.      Left  eye  normal. 

Both  ])arents  are  dead.  There  is  no  history  of  ill- 
health.  {Card  spr.cimtni.      March  lOtJi,  11)0  t-.) 


22.    S('cti()))s-   of  Mr.    Leslie    Patoi'-^'  casr  of   '.'  tuherculous 

rlun'oiditis.^ 

By  J.  Herbert  Parsons. 

'I'he  eye  was  hardened  in  10  per  cent,  formol,  frozen, 
and  small  slices  were  removed  from  the  upper  and  lt)wer 
parts  by  two  horizontal  sections,  so  as  to  permit  thorough 
penetration  of  the  fluids.  A  white  mass  could  be  seen 
near  the  disc,  but  details  of  exact  situation  and  dimensions 
could  not  be  made  out  through  the  small  o])enings.  The 
globe  was  embedded  in  celloidin  and  cut  in  serial  sections. 

The  cornea,  anterior  chamber,  iris,  lens,  and  ciliary 
body  were  normal. 

The  retina  was  detached  except  near  the  disc,  but  this 
was  merely  the  usunl  result  of  hardening,  etc.  It  had 
previously  been  in  situ.  Except  wvwv  the  disc  the  retina 
was  apparently  (juite  healthy.  'Hie  mass  on  the  outer 
side  of  the  disc,  4  mm.  in  diameter,  consists  of  folded 
retina  ;  this  seems  to  have  been  dragged  somewhat    over 

*  Ophth.  Sor.  'rrans.,  xxiii,  p.  (i:^ 
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the  disc.  All  tlie  layers  of  the  retina  are  well  repre- 
sented, including  the  rods  and  cones,  though  the  latter  are 
absent  in  parts.  There  .  are  some  inflammatory  changes 
in  the  retina,  but  they  are  not  marked.  The  folded 
retina  lies  on  a  bed  of  new-formed  fibrous  tissue,  some  of 
which  is  hyaline  ;  there  is  considerable  proliferation  of 
the  retinal  pigment  epithelium  in  this  inflammatory  tissue. 
There  are  many  nuclei,  mostly  of  connective-tissue  cells, 
partly  of  infiltrating  cells ;  there  are  no  traces  of  giant- 
cells.  In  the  hyaline  parts  there  are  in  places  deposits  of 
granular  material  which  retain  the  heematoxylin  stain,  and 
are  probably  calcareous. 

The  choroid  under  this  mass  is  for  the  most  part  quite 
healthy.  In  places  the  membrane  of  Bruch  is  broken 
through  for  short  distances.  Near  these  spots  there  are 
minute  hyaline  masses  surrounded  by  pigment  epithelium 
cells ;  these  masses  in  every  respect  resemble  small 
"  colloid  '^  bodies  of  the  choroid. 

On  the  nasal  side  of  the  disc  there  is  a  smaller  mass  of 
folded  retina,  2  mm.  in  diameter,  showing  less  marked 
inflammatory  new  tissue. 

Passing  over  the  folded  retina,  and  stretching  across 
the  disc,  is  a  thin  membrane,  which  probably  gave  rise  to 
the  "  greyish  veil  "  noted  clinically.  It  contains  numerous 
cells  arranged  in  a  single  layer,  and  these  are  probably 
endothelial  cells,  such  as  are  not  infrequently  observed  in 
pathological  specimens  of  the  retina.      [May  htli,  1904.) 


2-5.   Hic  condition  of  the  retina  and  02>fic  nerves  in 

anencejdtaly. 

By  M.  S.  Mayou. 

Ur  to  the  present  time  a  considerable  amount  of  contro- 
versy has  atteii(k'(l  tlie  endeavour  to  determine  whence 
the  axis   cylinders  of   tlie  optic  nerve  are  developmentally 
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derived — that  is  to  say,  wlietlier  their  source  is  the  brain 
or  the  retina,  or  both  these  structures.  On  the  whole  the 
general  consensus  of  opinion  is  that  they  are  derived  from 
both  these  structures.  On  the  other  hand,  tlie  develo])- 
ment  of  the  myelin  sheath  seems  undoubtedly  to  take 
place  from  the  brain  towards  the  retina.  It  is  with  hesi- 
tation, therefore,  that  I  draw  attention  to  the  condition  of 
the  retina  and  optic  nerves  in  anencephaly,  which,  so  far  as 

Fig.  :il. 


Coronal  section  thi'Oii<^h  thi^  brain  of  a  human  embryo,  1  cm. 
long,  showinj^  the  early  differentiation  of  the  mesoblast  t<> 
form  the  sheath  of  the  optic  nerve  before  the  formation  of 
axis  cylinders  in  the  nerve, 

my  investigations  go,  tends  to  confirm  the  cerebral  origin 
of  the  fibres. 

In  looking  up  the  literature  on  the  subject  I  was  able 
to  find  some  thirty-eight  cases  of  anencephaly,  but  in  none 
of  these  were  the  thorough  histological  conditions  of  the 
eyes  recorded,  though  there  were  remarks  such  as  ''  the 
optic  nerves  being  found  as  mere  stumps." 

Before  passing  directly  to  the  histology  of  the  specimen 
which  I  have  had  the  opportunity  of  examining,  I  wish  to 
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Fig.  35. 


Fig.  36. 


Fi-oiii  ;i  st'rics  of  coroiui,!  ..(cUwHo  Ihroii^h  the  head  of  a 
Inuiian  i'lubryo,  2*5  cm.  lon^,  sliowin^^  tlic  optic-ncrvo 
Hlieatl)  (lifTon-ntiatcd  and  connoctcMl  with  the  dura  mater ; 
trac<'s  of  axis  cylinders  ean  be  seen  in  these  sections  under 
hif^her  j>ow<r. 
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ri'ca])itul{it(j  soiiit'  points  in  l\\v  duvi'lopiiicnt  ni"    tin-  rctiiui 
and  optic  nerve  and  its  slieatli. 

'^^rhe  retina  develops  from  tlio  pi-iniary  optie  vesicle, 
wlii(di  is  a  hollow  growth  from  tin;  lateral  as])ect  of  the 
fore-brain.      A  Iter  the  involntion  of   the  ])rimary    vesicles 

Fic.  87. 


Lateral  view  of  the  head  of  the  anencephalic  foetus,  showinjjf 
the  deficient  frontal  eminences  and  proptosis. 

by  the  lens  the  outer  layer  forms  the  pigment-cell  layer, 
whilst  the  inner  forms  the  true  retina.  The  cells  in  the 
situation  of  the  future  nerve  (optic  stalk)  disappear  after 
the  growth  of  the  axis  cylinders.  Long  before  they  do 
so,  and  even  before  there  are  any  axis  cylinders  in  the 
nerve,  the  mesoblast,  which  surrounds  both  the  cells  and 
the  cerebral  vesicles,  becomes  differentiated,   to   form  the 
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future  uerve-slieath  and  cranial  membranes  respectively, 
these  being  continuous  one  witli  the  other."^  Thus  it  is 
seen  that  the  optic-nerve  sheath  is  differentiated  before 
there  are  any  axis  cylinders  present  in  the  nerve.  All 
this,  therefore,  takes  place  lon^:  before  there  is  Q>nj  attempt 

Fig.  38. 


Posterior  view  of  the  h(>ad,  showin<^  the  open  spinal  canal 
with  the  absence  of  the  medulla.  Tlie  spinal  accessory 
nerve  can  be  seen  throu<^h  the  thin  skin  covering  the 
foraijien. 

at  formation  of  the  chiasma,  which  does  not  develop  until 
the  eyes  take  up  the  anterior  position  in  the  head  which, 
in  the  process  of  evolution  from  the  lower  animals,  is  asso- 
ciated witli  binocular  vision. 

The  condition  about  to  be  describetl  in  the  foetus  under 

*  Figs.  34— :U). 


K'K'I'IXA    AM)    OI'TIC     NKin'KS    IX    AN  KN(  KI'll  A  I.  V.  I)) 

observatiuii  was  an  arrest  ot  (Ic'vcloptnciit  oi  tlie  bruin  in 
this  early  sta<»e  wlion  the  ])riniary  and  socondary  optic- 
vesicles  are  nornnilly  formed  and  the  nerve  sheath 
differentiated,  bnt  before  the  f(^rnmtion  of  any  axis 
cylinders  or  chiasnia.  ^i'he  f(etus  was  born  ;it  fall  term, 
and,  apart  from  the  head  and  central  nervous  system,  was 
fully    develo])e!l    and    presented    no    deforTiiities.      It    was 


Front  viow  of  the  inacorated  skull,  sho\vin<,''  the  shallow 
orbits  with  wide  sphono-iiiaxillarv  tissiires. 

obtained  in  a  perfectly  fresh  condition.  The  globes 
externally  appeared  normaL  The  frontal  eminences  were 
very  deficient,  and  the  lack  of  development  of  the  frontal 
bone  gave  a  false  impression  of  proptosis  somewhat 
similar  to  that  found  in  those  cases  of  deformity  of  the 
skull  the  extreme  degree  of  wliich  have  been  described  by 
Power,"^  and  lesser  degrees  by  Dodd  and  .M;K'Mullen,t  and 

*   Ophth.  Soc.  Trans.,  1S1)4,  p.  2lL». 
t  Lancet,  June  13th,  1903. 
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Duiialdson."^  The  vault  of  the  skull  was  abseut.  The 
scalp  over  the  ill-developed  frontal  bone  was  thick  and 
covered  Avith  haii*^  whilst  that  covering  the  base  of  the 
skull  was  very  tliin^  allowing  the  bones  covered  by  dura 
mater  to  be  seen  through  it.  This  w^as  especially  so  in  the 
region  of  the  rudimentary  foramen  magnum,  Avhere  the 
sheath   of    the  s]u'nal    accessory  and   other  cranial  nerves 

Fig.  40. 


View  of  tlic  skull  from  above.  Showin<^  the  al)senee  of  the 
vault,  (letieicnt  foramen  ina<j^iiuiii,  large  semicircular  canals, 
and  the  openings  of  the  optic  foramen.  Note :  the  pro- 
minence of  the  skull  seen  in  Figs.  '.i7  and  88  is  due  to  the 
ui)\vard  projection  of  the  base  of  the  skull. 

could  be  seen  through  it.  In  the  centre  of  the  scalp  was 
a  polypoid  mass  resembling  a  caput  succedaneum.  Un- 
fortunately, this  was  not  saved  for  microscopical  examina- 
tic)n.  M'he  scalp  was  removed  by  a  circnhir  incision  which 
exposed  tlie  bas(?  of  the  skull  covered  by  membranes. 
Inhere  was  710  cercbrjil   substnnce,  tlic    l)i-iiiii,  niediill;i,  mid 

*    <}j>hth.  Snr.   Trany.,   1<I(I2. 
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Fk,-.  11. 


Transverse  section  of  the  optic  nerve,  showiny;  tlie  empty 
trabeculum  of  the  nerve.  Note  the  hirge  central  artery  and 
vein. 

Fig.  42. 


>>. 


■::><v^ 


\ 


Longitudinal    section    ot     ihf    uplic    nerve,    higii    power, 
showing  absence  of  axis  cylinders  from  the  nerve. 


158 


DISEASES    OF    THE    EETINA    AND    CHOROID. 


upper  part  of  the  spinal  cord  being  absent.  But  there 
was  a  small  amount  of  substantia-medullo-vasculosa  of 
Recklinghausen.  No  olfactory  nerve  could  be  found.  The 
eyes  were  enucleated  and  placed  in  hardening  solutions, 
and  the  optic  nerves,  which  Avere  small  in  size,  were  traced 
to  the  optic  foramina,  where  they  became  lost  in  the  dura 
mater  in  a  similar  way  to  the  spinal,  accessory,  and  hypo- 
glossal   nerve    sheaths.      No    trace    of    any   intra-cranial 

Fig.  43. 


Horizontal  section  through  the  posterior  part  of  the  globe, 
showing  the  (entrance  of  the  optic  nerve.  Note  the  deep 
cupping  of  the  disc. 

portion  of  the  nerves,  chiasma,  or  tracts  could  be  found. 
'J'he  internal  carotid  artery  ended  in  a  very  large  branch, 
which  mainly  supplied  the  orbit. 

Tha  skull  was  macerated  and  the  tissue  removed  as  far 
as  possible.  The  base  of  the  skull  was  asymmetrical,  its 
rounded  outline  ])eingdue  to  the  upward  projection  of  the 
base,  which  made  tin;  pharyngeal  fossa  on  the  under 
surfa(!e  very  deep,  ^riic;  foj-iiincii  ma^-ninii  was  incomplete 
])OHteriorly,  tlic  posterior  portion  of  llie  occipital  bone 
})eing   absent.      The    ])rominence   due  to   tlie  semicircular 
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canals  was  very  iiuirkLMl.  'I'he  body  of  tlio  sphenoid  was 
well  developed,  the  optic  foramen  beino;  of  hir^e  size. 
There  was  no  criljriforni  plate  to  the  ethmoid,  it  bein^ 
represented  by  two  slit-like  orifices  which  opened  into  the 
nose. 

The  orbits  were  symmetrical,  large,  and  shallow.      The 
outer  and  especially  the  npper  walls  were  deficient.      The 

Fig.  44. 


Low-power  view  of  the  retina  and  choroid,  showing  the  enor- 
mously dihited  vessels.  The  retinal  vessels  are  not  covered 
by  any  layer  of  nerve-fibres.  There  is  some  effusion  beneath 
the  retina, 

floor  sloped  considerably  upwards  towards  the  optic 
foramen,  which  opened  at  the  extreme  upper  angles.  The 
spheno-maxillary  fissure  was  of  large  size.  The  canal  for 
the  infra-orbital  nerve  and  the  lacrymal  canals  were 
normal. 

llie  optic  nerves  were  hardened  in  formol  and  Midler's 
fluid ;  teased  preparations,  transverse  and  longitudinal 
sections  were  made.  Prolonged  staining  with  eosin  and 
subsequent  decolorisation  showed  the  absence  of  all  axis 
cylinders.      The  outer  sheath  was  slightly  thickened,  and 
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in  places  there  were  small  areas  of  mononuclear  leuco- 
cytosis.  The  nerve  itself  was  made  up  of  fibrous  trabecular. 
Continuous  with  the  outer  sheath,  enclosing  spaces  devoid 
of  all  axis  cylinders  in  the  centre  of  the  nerve  sheath, 
there  was  a  very  large  central  artery  and  vein  which 
could  be  traced  in  the  nerve  nearly  to  the  optic  foramen. 
The  walls  of  these  vessels  showed  no  pathological  change. 
At  the  entrance  of  the  nerve  into  the  globe  there  was  a 

Fig.  45. 


High-power  view  of  the  retina  showing-  ganglion  cell  layer 
above.  The  rods  and  cones  are  lost  in  the  preparation  of 
the  specimen,  but  traces  of  them  can  be  recognised. 

very  deep,  sharply-defined  cup  slightly  overhung  by  the 
surrounding  retina,  no  doubt  due  partly  to  the  absence  of 
nerve-fibres  and  partly  to  the  weak  lamina  cribrosa  yield- 
ing to  the  normal  interocular  tension.  Traces  of  tlu^ 
hyaloid  artery  could  be  seen  in  some  sections. 

Tlui  choroid  was  hyper- developed,  and  consisted  of  large 
vascular  channels. 

The  rctiiKi. — Hie  i)igment  layer  was  noniial^  but  there 
was  some  albuminous  effusion  between  this  hiycr  and  the 
layer  of  rods  and  cones.    Tlic  hiycr  of  rods  and  cones  was 


TifKOMHOSIS    OK    TIIK    CKXTKAL    VEIN.  M)I 

present,  ])iit  was  eonsiderjibly  broken  up — partly,  no  doiihl, 
during  the  preparation  of  t]ie  specimen,  and  partly  ;is  the 
result  of  the  exudation.  '^J^iie  nuclear  and  granular  layer 
were  normal  as  far  as  could  be  ascertained.  ^J'he  ganglion 
cell  layer  was  present,  the  cells  staining  by  Nissl's 
method  and  by  the  modification  of  a  stain  introduced  by 
PappenluMm  to  stain  plasma-cells  which  I  have  shown  this 
evening.^  ihey  were  not  so  numerous,  and  their  staining 
reaction  not  so  marked  as  those  found  in  nornuil  retina. 
There  was  some  increase  in  the  nuclei  of  the  neuroerlia 
cells  in  this  layer.  The  nerve-fibre  layer  was  absent,  as 
shown  by  the  vessels  lying  against  the  hyaloid  membrane 
of  the  vitreous  being  uncovered  by  a  layer  of  nerve-fibres. 
The  retinal  vessels  were  of  very  large  size  and  filled  with 
blood. 

In  this  foetus,  therefore,  we  have  a  condition  iu  wliicli 
the  retina  has  fully  developed  with  the  exception  of  the 
nerve-fibre  layer,  the  nerve  sheath  being  fully  formed  and 
yet  containing  no  axis  cylinders,  which  shows  that  the 
development  of  the  axis  cylinders  in  the  optic  nerve  and 
retina  are  directly  dependent  on  the  proper  development 
of  the  cerebral  centres. 

May  r^th,  1904. 


24.  A  case  of  thromhosis  of  the  central  vein  pathologicalli/ 

examined. 

By  George  Coats. 

In  another  papert  I  have  ]iointed  out  that  there  still 
remains  some  uncertainty  with  regard  to  various  jioints  in 
the     pathology     of     the     condition    known    clinically    as 

*  See   method   of   differential  stainin*^   for   retinal  and  other  norve- 
gang:lion  cells. 

t  R.L.O.H.  Reports,  vol.  xvi,  pt.  1,  p.  (52. 
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*^  thrombosis  of  the  central  vein  of  the  retina/^  Although 
a  sufficient  number  of  cases  has  been  examined,  there 
has  been  a  lack  of  viniformity  in  the  explanations  sug- 
gested, nor  has  it  been  satisfactorily  established  that  the 
vein  has  really  been  thrombosed  in  all  these  cases.  The 
reason  for  this  undoubtedly  partly  lies  in  the  common 
method  of  examining  these  eyes.  It  is  usual  to  shave  off 
the  piece  of  nerve  Avhich  has  been  excised  with  the  globe 
and  to  cut  it  in  transverse  section,  while  the  piece  of 
nerve  which  pierces  the  sclerotic  (and  which  includes, 
therefore,  the  lamina  cribosa)  is  cut  longitudinally. 
Haab  ^  was,  I  believe,  the  first  to  point  out  that  this 
method  is  insufficient  Avhere  a  lesion  of  the  central  vessels 
is  suspected.  It  is  necessary  in  that  case  to  cut  also  the 
optic-nerve  entrance  in  transverse  section,  for  it  is  well 
known  that  even  with  serial  sections  it  is  extremely  diffi- 
cult to  speak  with  certainty  of  the  condition  of  the  wall 
and  lumen  of  a  vessel  when  it  is  cut  longitudinally,  since 
the  least  obliquity  in  the  direction  of  section  gives  rise  to 
very  deceptive  and  perplexing  appearances.  Haab  pointed 
out  these  facts  in  connection  with  his  own  and  his  pupils* 
researches  on  so-called  embolism  of  the  central  artery, 
whi(}h  he  sought  to  prove  to  be  in  reality  not  an  em- 
bolism, but  a  thrombosis.  But  his  arguments  apply  with 
even  more  force  to  researches  on  lesions  of  the  vein;  for 
it  has  been  abundantly  proved  that  the  favourite  seat  of 
thrombosis  of  the  central  vein  is  at  the  lamina  cribosa, 
or  in  its  neighbourhood,  i.  c,  just  in  the  part  of  the  vein 
which,  in  the  ordinary  mode  of  examination,  is  cut  longi- 
tudinally. 

Tlic  results  of  applying  this  method  of  cutting  the 
()))tic-nerve  entrance  have  been  striking.  In  four  cases 
(three  already  roportcnl  and  the  present  one)  in  which  it 
was  adopted  a  definite  lesion  was  found  which  well 
accounted  for  the  clinical  sym])toms.  In  ;ill  four  cases 
the  abnormality  was  in  the  region  of  Ihe  lann'n;i,  ci-ibrosa, 
and   it  cannot  be  donbted  tluit    lind  I  he  nerve  been    cut  in 

•  2Hth  Versamml  z  Heidelberg,  1900,  p.  210. 
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tlio  usiulI  l()ii;^'iliHliii;Ll  (lirccttoii  I  Ik;  lesion  would  lijive 
been  overlooked  entirely,  or  won  Id  Inive  presented  ap- 
pearances vei-y  dilliciilt  to  interpret.  This  is  Ijonu;  ont 
ont  l)y  tlie  resnlts  of  the  examination  oi"  a  fifth  case,  in 
wliicli  tlie  nerve  entrance  was  cut  lon^it  iidinally  in  the 
usual  way.  M'liis  case  ran  clinically  the  ni(jst  typical 
course  of  the  five,  and  was  closely  followed  from  beginning 
to  end.  Yet  altlnnio-h  the  optic  nerve  entrance  was  cut 
in  serial  section,  it  was  impossible  to  be  sure  of  the  con- 
dition of  the  vein,  whether  or  not  it  was  obliterated  in 
whole  or  in  part  ;  one  could  only  say  that  the  walls  were 
very  thick  and  the  Inmen  narrow.  'J^he  importance  of 
cutting  such  eyes  in  serial  section,  and  of  mounting  so 
many  in  their  proper  order  that  no  considerable  ])art  of 
the  globe  or  nerve  goes  unexamined,  need  hardly  be 
insisted  on. 

The  present  case  was  under  the  care  of  Mr.  Lang,  to 
whom  I  am  indebted  for  permission  to  use  it. 

J.  B — ,  ast.  53,  a  painter,  was  admitted  to  the  Royal 
London  Ophthalmic  Hospital,  on  February  15tli,  1901, 
complaining  of   dimness  of  vision  of  the  right  eye. 

He  had  been  married  33  years,  and  his  three  youngest 
children  had  died  aged  11  months,  1  year,  and  5  years 
respectively.  Apart  from  this,  there  was  no  reason  to 
suspect  syphilis,  nor  was  there  any  history  of  rheumatism 
or  gout.  Four  years  before  he  had  had  lead-poisoning 
with  paralysis,  which  lasted  two  years.  There  was  general 
arterio-sclerosis.  There  were  no  cardiac  murmurs  or  hy})er- 
trophy,  but  after  the  operation  of  excision  of  the  eyeball 
he  was  for  some  days  very  prostrate,  with  weak  and 
irregular  pulse,  so  that  it  may  be  said  that  the  condition 
of  his  circulatory  system  generally  was  unsatisfactory. 
The  urine  was  acid  :   sp.  gr.  1010  ;  no  albumen  or  sugar. 

One  week  before  he  canu*  to  hospital  a  mistiness  had 
suddoili/  appeared  before  the  right  eye,  the  left  renuiining 
normal.  V.  R.  :  Shadows.  Pujiil  inactive  to  light  0.  E. 
thrombosis  of   the  central  vimu.      \  .   L.  :  [!  T.n. 
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On  February  29tli^  1904,  lie  reappeared,  stating  that 
four  days  before,  the  eyeball  had  become  painful.  There 
was  ciliary  injection,  the  corneal  reflex  was  dull,  the 
anterior  chamber  of  good  depth,  the  iris  discoloured,  the 
details  of  the  fundus  indistinct,  the  tension  +  1,  projec- 
tion good,  except  to  the  nasal  side.  In  spite  of  treatment 
the  eye  remained  painful  and  glaucomatous,  and  on  March 
8th,  1904,  it  was  excised.  There  was  secondary  haemor- 
rhage into  the  orbit  afterwards. 

Pathological  examination. — The  eye  was  preserved  in 
formalin  and  bisected  sagittally. 

Macroscoijical  ed'aonination. — The  anterior  chamber  is  of 
good  depth,  and  its  angles  do  not  seem  to  be  occluded. 
There  is  no  blood  in  the  vitreous.  The  retina  is  in  situ, 
and  strewn  in  every  part  with  haemorrhages,  which  are 
especially  large  and  numerous  near  the  disc. 

Microscopical  examination  :  Cornea. — The  corneal  epi- 
thelium and  stroma  are  normal.  There  are  some  preci- 
pitates lying  upon  the  membrane  of  Descemet,  consisting* 
of  mononuclear  leucocytes,  beneath  which  the  endo- 
thelium is  intact.  Some  coagulated  exudate  is  present  in 
the  anterior  chamber. 

Iris  and  corneo-iridic  angle. — The  iris  stroma  is  normal, 
and  shows  no  haemorrhages  or  round-cell  infiltrations. 
The  vessels  are  thick-walled,  and  in  some  cases  obliter- 
ated, but  the  changes  in  them  are  on  the  whole  moderate. 
The  corneo-iridic  angle  is  for  the  most  part  free,  but  some 
of  the  sections  show  well  the  earliest  stage  of  adhesion, 
while  others  show  apposition  without  adhesion.  It  is  well 
seen  that  it  is  not  the  extreme  periphery  of  the  iris  {i.e. 
the  thinnest  part)  which  becomes  first  applied  to  the 
li^^amentum  pectinatum,  but  a  part  somewhat  in  front  of 
this,  where  the  iris  becomes  suddenly'  somewhat  thicker. 
It  thus  happens  that  at  these  points  the  true  angle  of  the 
anterioi*  chamber  is  not  obliterated,  l)iit  is  shut  oiT  in  ii 
ioi-ward  direction  from  the  rest  ot"  llie  chanibcr  by  llic 
adlicsion  of  the  ligaiiiciit  iiiii  jx'cl  iii;il  iiiii  lo  i]\r  iliick  j);iil 
of  the  iris  above  nieiilioned.      Tlic  ligament  inn  peel  iii;it  inn 
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pivsurvL's  its  loose  tcxtiii'i*,  jiikI  tlio  caiuil  of  Sclilt'iniu  is 
iiorniJil. 

i^llidnj  hodi/,  choroid,  sclera. — Tlu)  ciliary  Ijody  is 
iioiinal.  Tlic  choroid  is  iiormiil  except  for  ii  few  small 
outgrovvtlis  of  tlic  laiiiina  vitrea.  The  e])iscleral  vessels 
are  somewhat  engorged,  but  otherwise  the  sclerals  normal. 

Retinal  a)id  CHiitral  vesstds. — These  are  described  together 

Fia.  46. 


'*v 


^■iMf-"^ 


A  retinal  vessel  showing  prolifenition  of  endothelium.  The 
lumen  has  become  very  <.jreatly  and  eccentrically  narrowed. 
There  is  no  thickenin<j  of  the  connective-tissue  wall. 


for  convenience,  and  l)()th  in  the  case  of  the  arteries  and 
of  the  veins  are  followed  backwards  from  the  retina.  The 
retinal  vesselti  show  marked  changes  of  two  kinds  :  (1)  a 
proliferation  of  the  endothelium,  causing  marked,  and 
usually  eccentric,  narrowing  of  the  lumen  (Fig.  46).  The 
endothelial  cells  are  well  preserved,  and  do  not  show  the 
vacuolation  sometimes  found  where  they  ai-e  proliferated. 
There  is  usually  a  fairly  definite  and  more  flattened  layer 
towards  the  lumen,  which  generally  contains  blood.      (2) 
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A  thickening  of  the  connective  and  muscular  tissues  of 
the  wall  in  the  form  of  concentric  layers  of  tissue,  witli 
rather  scanty  oval  and  elongated  nuclei  between  them. 
In  some  instances  this  thickening  is  very  great,  so  as 
almost,  or,  in  the  case  of  some  of  the  smaller  vessels,  quite, 
to  obliterate  the  lumen.  In  these  latter  cases  the  tissue 
has  a  more  homogeneous,  less  definitely  laminated  aspect, 
and  the  nuclei  are  scantier.  It  is  to  be  regarded  as  a 
"  hyaline "  change,  a  term  convenient  for  descriptive 
purposes  to  indicate  a  change  of  the  chemical  nature  of 
which  we  are  ignorant.  The  degeneration  is  not  an 
amyloid  one,  for  it  fails  to  take  on  the  stains  for  amyloid 
substance.  Of  these  changes  it  may  be  said  that  the 
former  affect  chiefly  the  veins  and  the  latter  chiefl}^  the 
arteries,  but  various  combinations  of  the  two  are  to  be 
found  in  vessels  of  both  kinds,  while  some  of  the  vessels 
appear  quite  normal.  Many  of  the  veins  are  highly  en- 
gorged. 

Following  the  veins  backwards,  we  find  them  but  little 
altered  in  their  course  down  the  side  of  the  cup.  Just  at 
the  anterior  part  of  the  lamina  cribrosa  a  normal  single 
central  vein  is  formed,  which  lies  in  loose  connective 
tissue  and  which  shows  no  thickening  of  its  walls  or  pro- 
liferation of  its  endothelium.  A  little  farther  back,  how- 
ever, the  lumen  is  invaded  by  two  trabecula3  of  connective 
tissue  which  divide  it  into  three  loculi,  each  containing 
])lood  and  lined  with  endothelium.  '^^Phe  lumen  no\v 
l)ecomes  much  shrunken,  though  still  filled  with  red 
corpuscles,  and  the  walls  are  very  thick.  The  red 
corpuscles  now  disappear  from  the  lumen  and  are  replaced 
by  a  little  shrunken  knot  of  tissue  (Fig.  47).  It  is  homo- 
geneous in  general  aspect,  with,  however,  ;i  faint  hbrilliition 
and  some  small  \a('noles  ;  thei-e  are  a  few  o\al  and  s])indle- 
sliajx'd  nuclei  witliin  it  ;  it  is  intimately  connected  willi 
the  vein  wall  on  one  side,  and  <»n  this  side  no  endothelial 
lining  is  visible,  nor  any  line  of  (li\  ision  between  the  vein 
wall  ajid  the  little  mass  in  its  lumen.  Il  seems,  in  lact,  In 
1h;    under'Toiiif;-   in\asi<Mi    from    llie   suiM'oundiniJ'  connecti\e 
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tissues.  On  tlic  other  sido  tlicro  is  a  cleft  l)et\veen  the 
little  mass  jiiid  tlu;  vein  wall,  which  is  ])robably  due  to 
the  shrinking  of  the  mass  ;  it  contains  no  red  corpuscles. 
Followed alittle  farther  hack,  tlie  vein  disappears  altogetlier, 
leaving-  no  trace,  so  that  tliere  is  no  vessel  with  the  arter}'. 
Soon,  however,  there  reappears  a  very  narrow  lumen 
containino-    red    hhjod-corpuscles,   while    the   wall     of  the 

Fio.  47. 


Vein  lunicn  partially  occluded  hy  a  little  mass  wliich  has 
shrunk  away  from  one  side.  The  mass  shows  some  si»^ns 
of  organising-  from  the  surrounding  connective  tissues. 
There  are  no  blood-corpuscles  within  the  lunK>n. 


vein  is  enormously  thickened,  not  by  endothelial  pro- 
liferation, but  by  increase  in  the  breadth  of  the  connective- 
tissue  wall  (Fig.  48).  Farther  back  collaterals  may  be  seen 
entering  the  Iuukmi  of  the  vein  from  the  trabecula)  of  the 
nerve,  so  that  tlu^  lunuMi  Li'radually  becomes  larger  while 
the  wall  remains  very  thick.  Finally  (but  this  does 
not  occur  for  a  considerable  distance),  the  vein  regains 
its  normal  size  and  ceases  to  have  unduly  thick  walls. 
Shortly  after  this  it  begins  to  leave  the  artery,  and  soon 
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reaches  the  periphery  of  the  nerve  ;  a  small  branch  con- 
tinues to  accompany  the  artery.  The  vein  is  here  quite 
normal.  It  is  not  clear  that  at  the  obliterated  portion  of 
the  vein  the  collaterals  among  the  trabeculae  of  the  nerve 
are  enlarged ;  they  are,  however,  enlarged  farther  back. 
^.t^The  central  artery  shows  for  the  most  part  little  change 
beyond    a    slight   endarteritis.       At   the    place,   however, 

Fin.  48. 


Lumen  of  vein  restored  but  still  siiuill.  It  contjiins  unaltered 
blood-corpuscles.  The  wall  is  very  thick  from  increase  of 
the  connective  tissue,  not  from  endothelial  proliferation. 

where  the  vein  is  occluded  this  endarteritis  reaches  a 
higher  degree,  so  tliat  the  lumen  is  to  some  extent 
narrowed.  The  endothelium  at  this  point  consists  of 
blown  out  and  vacuolated  cells.  The  lumen  is  mostly 
filled  with  red  corpuscles,  in  places  with  recent  coagulum. 
Rc.thia. — Especially  near  the  papilla  the  retina  is  highly 
atrophic,  crammed  with  blood  and  ccdematous.  The  nerve- 
fibres  and  ganglion  cell-layei-s  are  those  es])ecially  involved, 
indeed  in  niiniy  places  no  trace  of  ilicir  normal  structure 
ran  be  seen.      Tlic    Mood  lias  also  jx-nclralcd   the;   nuclear 
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layers  and  (^aiisiMl  imicli  scattering:;  of  tho  nuclei.  The 
interniiclear  layer  is  full  of  large  (edematous  spaces,  some 
containing  red  corpuscles,  some  containing  coagula,  and 
some  empty.  The  outer  nuclear  hiyer  is  the  best  preserved, 
and  there  are  no  haemorrhages,  either  subretinally  oi'  in 
the  vitreous.  'J^he  vitreous,  however,  contains  a  con- 
siderable amount  of  coagulum  vvitli  a  few  nuclei  embedded 
in  it.  Sometimes  a  greatly  engorged  vein  can  be  seen  in 
the  centre  of  a  haemorrhage,  but  no  actual  ruptures  of  the 
vessel-wall  can  be  detected,  'i'he  rods  and  cones  are  well 
preserved,  and  the  latter  show  numy  nuclei  in  their  bodies. 
These  changes  become  much  less  marked  in  the  periphery, 
and  though  haemorrhages  are  to  be  found  hei-e  and  there 
nearly  to  the  ora,  yet  the  cedeinatous  spaces  and  dis})ersion 
of  the  nuclear  Inyers  become  much  less,  and  in  the  ex- 
treme periphery  the  retina  is  nearly  nornuil.  'Jliere  are 
a  few  vacuoles  at  the  ora  serrata  and  also  in  the  pars 
plana. 

Optic  nei've. — There  is  no  glaucomatous  cupping — 
glaucoma  had  probably  not  lasted  long  enough.  The 
nerve  itself  is  somewhat  atrophic  and  unduly  cellular. 
The  subarachnoid  and  subdural  spaces  are  not  dilated. 
There  are  a  few  concretions  in  the  arachnoid.  Some  of 
the  ciliary  vessels  show  endarteritis. 

This  case  is  of  very  much  the  usual  tyj)e.  It  occurred 
in  a  man  a3t.  53  years,  with  no  albuminuria,  but  with 
arterio-sclerosis  and  a  poor  circulation,  as  shown  by  tho 
weakness  and  irregularity  of  his  pulse  for  some  days  after 
the  operation,  both  of  these  latter  being  factors  sufficient 
for  the  causation  of  a  thrombosis.  That  the  lesion  found 
was,  in  fact,  an  organised  thrombus  is,  I  think,  plain  from 
the  evidence  of  invasion  of  tlu^  coagulum  by  oval  and 
spindle-shaped  nuclei,  and  from  the  complete  obliteration 
of  the  vein  for  a  s})ace.  '^Phe  obliteration  was  not  due  to 
endothelial  proliferation,  since  there  was  none  either  in 
front  of  or  behind  the  obstructed  part.  Further,  the  vein 
was    quite    absent,    whereas    had    it    become    closed    by 
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endothelial  proliferation  we  should  Lave  expected  it  to  be 
present,  although  occluded.  There  was  no  sign  of  any 
canalisation  of  the  thrombus 

With  regard  to  the  question  what  light  this  case  throws 
on  the  causation  of  the  glaucoma,  which  so  frequently 
ensues  in  these  cases  of  thrombosis  of  the  central  vein,  I 
shall  not  enter  deeply  into  details.  It  may  be  merely 
pointed  out  that  the  case  tends  to  show  that  occlusion  of 
the  iris  angle  is  not  the  primary  factor,  since  in  the 
present  instance  the  angle  was  for  the  most  part  free,  and 
where  adhesions  were  presen^t  they  were  very  slight  and 
did  not  involve  the  extreme  periphery  of  the  iris.  On 
the  other  hand,  although  there  were  no  hasmorrhages  in 
the  aqueous  or  vitreous,  there  was  evidently  an  alteration 
in  their  constitution,  since  they  contained  a  considerable 
amount  of  coagulable  exudation.  These  facts  point  to  a 
change  in  the  chemical  nature  of  the  Ij^mph  drained  off 
at  the  corneo-iridic  angle  as  the  primary  factor  in  the 
causation  of  the  glaucoma — a  change,  that  is,  from  a  less 
to  a  more  colloidal  character.  The  adhesion  of  the  iris 
to  the  ligamentum  pectinatum  is  to  be  regarded  as  a 
secondary  phenomenon,  which  has,  however,  its  share  in 
keeping  up  the  glaucomatous  tension  and  in  making  it 
permanent.  It  is  to  be  remarked  in  this  connection  that 
in  the  present  case  the  anterior  chamber  was  not  shallow. 
I  have  noted  the  same  thing  in  two  other  instances  in 
which  glaucoma  had  followed  upon  thrombosis  of  the 
Central  vein,  so  that  it  is  possible  that  this  is  a  usual 
condition  in  these  cases.  If  this  be  so,  it  may  be  of  some 
importance  as  a  point  in  the  diagnosis  in  instances  which 
first  come  under  observation  when  glaucoma  has  already 
supervened  and  the  fHiidns  is  no  longer  visible.  This 
diagnosis  is  of  moment,  because  the  ])i'()gnosis  for  ()])ei"a- 
tive  interference  is  so  nnich  worse  in  cases  of  glaucoma 
following  uj)on  hajmorrhagic  retinitis  than  in  cases  of 
ordinai-y  aciite  glaucoma. 

Ml-.   II  KHiiKiri'  Parsons  s;il(l  lie  luid  not  liinisclf  sp(H'i;ill_v 
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examined  tlic  subject,  l)ut  luid  wjitch('(I  .Mi*.  Coats's  in- 
vestigations, wliicli  liad  been  as  a(bniral>ly  carried  out  as 
they  well  could  be.  Mr.  Coats  luid  taken  infinite  ])ains 
in  cutting  the  sections,  and  tliey  had  all  been  examined 
serially,  and  there  could  be  no  d(jnl)t  tliat  liis  interj)reta- 
tion  of  the  results  was  accurate,  ^riiere  was  not  much 
room  for  discussion  from  that  point  of  view  ;  the  only 
question  was  as  to  the  condition  as  a  whole.  That  was 
as  much  a  clinical  as  a  ])athological  subject,  and  ])erhaps 
the  older  members  of  the  Society  would  take  up  that 
aspect. 

The  Presidp]NT  said  the  Society  Avas  honoured  that 
evening  by  the  i)resence  of  one  of  the  most  distinguished 
ophthalmic  surgeons  in  the  world.  Dr.  Knapp,  of  New 
York.  Dr.  Knapp  was  always  welcome  in  a  gathering- 
of  English  surgeons,  and  especially  in  London,  the  city 
to  which  he  had  paid  many  visits,  especially  to  Moorfields, 
where  he,  Mr.  Tweedy,  himself  first  had  the  honour  of 
making  his  accpiaintance.  He  would  be  glad  if 
Dr.  Knapp  would,  out  of  the  rich  treasures  of  his 
clinical  experience,  give  the  Society  the  benefit  of  his 
observations  or  reflections  on  the  matter  under  discussion. 
Tn  the  name  of  the  Society  he  cordially  welcomed 
Dr.  Knap}). 

Dr.  Knai'I'  said  he  could  not  add  much  to  the  discussion 
of  the  present  subject,  which  was  a  very  interesting 
one,  namely,  that  of  arterial  and  venous  sclerosis.  It 
gave  an  immense  number  of  indications  for  both  treatment 
and  prognosis.  He  had  the  pleasure  of  discussing  one 
case  that  morning  with  ^Ir.  Parsons,  in  which  there  w:is 
evidently  degeneration  in  the  artery  near  the  disc.  The 
artery  itself  was  white  and  the  least  little  thread  of 
blood  in  it,  and  along  the  course  of  the  vessel  it  was 
white  and  there  was  idso  scotoma.  Ch;nic(^  had  a  case 
of  the  kind,  and  he,  Dr.  Knapp,  had  under  observation 
an  exactly  identical  one.  The  length  of  the  artery  was 
about  three-cpmrters  the  diameter  of  the  disc.  The  artery 
in  its  degeneration  was  not  nuich  broader,  but    it  sIiowimI 
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also  tluit  the  column  of  blood  dwindled  away  so  that  for 
a  time  it  was  scarcely  visible,  and  then  the  whole  thing 
gradually  disappeared.  The  artery  was  again  pervious 
and  the  white  discoloration  of  the  disc  disappeared,  and 
also  the  scotoma.  It  was  the  first  time  he  had  seen  such 
a  condition  in  his  life,  and  it  was  strange  that  it  Avas  a 
duplicate  of  what  he  had  read.  Possibly  if  he  had  not 
read  and  taken  a  great  deal  of  interest  in  the  case 
published  he  would  have  missed  the  condition.  The 
publication  of  such  cases  would  ofPer  an  incentive  to  others 
to  seek  to  interpret  them.  The  consequences  of  endarteritis 
constituted  one  of  the  most  important  chapters  in  ophthal- 
mology, and  much  good  could  be  done  if  the  people  Avith 
the  condition  were  warned  what  Avas  before  them,  and 
that  they  must  be  careful  about  their  mode  of  life, 
especially  as  to  eating  and  drinking.  It  might  be  a  matter 
of  constitution  or  blood  state,  but  one  sometimes  saw 
such  patients  Avho  Avere  not  over  40  years  of  age,  Avho 
had  ahvays  li\"ed  Avell,  and  the  calibre  of  Avhose  arteries 
was  not  entirely  good.  Sometimes  if  the  arteries  Avere 
a  little  bit  uneven  the  patients  should  be  adAased  to 
change  their  mode  of  life,  but  there  was  the  liability  to 
giA^e  offence  in  so  doing.  Such  an  individual  once  came 
to  him  Avho  had  had  some  retinal  haemorrhages.  He 
told  him  he  ought  to  be  very  careful,  for  if  he  continued 
his  present  mode  of  life  he  Avould  liaA^e  an  accident. 
Shortly  after  he  (Dr.  Knapp)  Avent  to  Noav  York  the 
man  went  to  a  physician,  a  very  good  one,  and  told  him 
the  warning  which  had  been  given  him.  The  reply 
Avas  that  ophthalmic  surgeons  pretended  they  coukl  tell 
everything  by  the  ophthalmoscope.  It  Avas  two  or  tliree 
Aveeks  before  he  saw  the  patient  again,  wluni  he  came 
in  his  carriage,  as  he  could  not  Avalk,  having  paralysis  on 
the  right  side.  Tie  IIkmi  seemed  rc^ady  to  belicn^e  there 
Avas  something  in  the  ophthalmoscope  after  all  iiiid 
had  tlie  courage  to  reform.  lie  Avas  living  now,  and 
lijid  not  had  a  second  attack  of  apoplexy.  Much  I  lie 
same  could  be  said  of    I*)riglit's  disease.      The  ii'tina  gave 
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tlio  iiulicatioii  C)f  trr)nl)l(>,  niid  tlic  pntioiits  roiild  he 
treated  in  tlic  saiuc  way.  It  was  alto^'etlier  ;i  (jiiestion 
of  diet,  and  especially  the  avoi(hmce  of  alcohol.  Such 
people  should  he  very  en  refill  not  to  over-eat,  and  they 
should  have  as  much  exercise  as  would  keep  tlicir 
circulation  in  good  order.  For  many  years  lie  liad  j^iven 
attention  to  that  matter.  AVith  sucli  careful  livinjr  the 
albumen  in  the  urine  did  not  increase.  People  of  50 
or  60  years  of  ag-^  nearly  always  had  somc^  (letj;;ree  of 
sclerosis.  The  remarks  he  had  made  might  appear 
trivial,  and  he  oidy  made  them  in  response  to  the 
cordial    invitation    of   the   President. 
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1.   Pulsating  exophthahnos  due  to  dilatation  and  dropsy  of 
the  optic  nerve  accompanying  internal  hydrocephalus. 

By  F.  P.  Maynard. 

A  Bexgali  girl,  aet.  15  j^ears,  married  but  childless,  was 
admitted  to  the  Calcutta  Medical  College  Eye  Hospital  on 
June  6th,  1902,  suffering  from  complete  blindness,  with 
])roptosis  of  the  right  eye.  She  was  ill-developed  in 
stature  and  sexual  character,  although  fat  and  well 
nourished.  She  was  stupid  and  phlegmatic,  but  good- 
tempered  and  by  no  means  an  idiot,  and  she  answered 
when  spoken  to.  The  head  was  rounded  in  shape  and 
rather  large,  but  not  at  all  hydrocephalic  in  appearance. 
The  forehead  was  prominent  and  rounded.  Her  husband 
had  run  away  and  left  her.  There  was  a  history  of  "fits^^ 
occasionally,  and  complete  blindness  of  gradual  onset  and 
one  yearns  standing.  The  proptosis  dated  back  six 
months,  and  affected  the  right  eye  only.  Both  pupils 
were  dilated  and  without  reaction.  The  visual  axis  of  the 
right  eye  pointed  down  and  out,  and  there  was  complete 
paralysis  of  all  the  muscles,  both  external  and  internal. 
No  fundus  reflex  was  obtainable.  There  was  a  star-shaped 
opacity  in  the  lens.  Tlie  tension  was  —1.  Through  the 
upper  lid,  which  (mly  partially  covered  the  cornea,  an  ill- 
defined,  we;ikly  pulsating  mass  could  Ix*  felt  deep  in  the 
orbit  behind  the  eye  and  to  its  outer  si(h'.  Pulsation  witli 
pulse,  no  bruit.  'J'here  wiis  iiiiirked  o])ti('  iilropliy  of  the 
left  eye.  Diagnosis  was  mndc;  of  ;iii  :iiiL:Moni;i,  ;iii(l  clecti'o- 
lysis  proposed,    l)Ul    declined    wlieii    it  wiis  exphiiiied    tlinl 
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no    iiiipi'ovc'im'iit    ot    si^'lit   would    follow,   and    llic    palieiit 
loft  the  l)Ospital. 

Slio  was  rcadinitlc'd  on  Auirnst  27tli  in  ^tlsiI  ])ain,  tlic 
riglit  cornea  havin<>"  slou<^*]ie(l  and  scvei'c  octro})ion  hcing" 
present.  SIh'  had  one  '' epi]e])ti(' ^'  fit  the  same  evening, 
and  tlie  next  niornin<j'  unch'r  (dilorcjforni  tlie  eveball  was 
enucleated.  Tlie  optic  nerve  ])assed  into  the  ])n]sating' 
swelling.  Its  sheath  appeared  dilated,  and  the  question 
of  suturing  it  was  raised  but  negatived.  Three  sutures 
closed  the  conjunctival  sac.  She  vomited  thrjee  times  tlie 
same  day,  and  there  was  nnich  sero-sanguineous  discharge. 
She  took  no  food,  but  was  conscious  and  not  in  jiain.  I^he 
discharge  remained  copious  and  watery,  soaking  the 
pillow,  and  on  the  31st  it  was  collected  in  a  test-tube, 
and  found  to  give  the  reactions  for  sugar,  but  not  for 
albumen,  and  to  have  a  sp.  gr.  of  1003.  Chemosis  set  in 
and  increased,  and  there  was  low  fever.  No  head 
symptoms  occurred,  but  on  September  7tli  she  had  a 
*^  fit,'^  beginning  with  flexing  of  the  right  leg  and  rolling 
upwards  of  the  remaining  eye.  She  was  unconscious  for 
a  minute.  There  was  no  scream.  After  the  7tli  she 
became  rapidly  weaker.  The  wound  remained  sweet,  and 
she  remained  conscious.  She  died  quietly  on  Septem- 
ber 10th. 

Post-mortem  rej)ort. — Body  well  nourished.  AVeight 
73  lbs.  8  oz.  Thorax  small  and  imperfectly  developed. 
Pleural  cavities  normal.  Pei'icardiuni  and  heart  normal. 
Air-tubes  and  lungs  normal.  The  abdominal  wall  and 
cavity  show  excess  of  fat.  Gastro-intestinal  tract  normal, 
except  for  a  few  small  patches  of  congestion  in  the  small 
intestine.  Liver  slightly  congested  only.  Spleen  small, 
somewhat  dark  on  section  and  firmer  than  normal. 
Kidneys  normal,      (lenital  organs  quite  undeveloped. 

Nervous  system. — On  opening  the  skull  a  large  amount 
of  cerebro-spinal  fluid  escaped,  and  on  removing  the  brain 
the  right  o})tic  nerve  was  found  to  be  spread  out  into  a 
sac  containing  similar  clear  fluid,  and  to  pass  through  a 
greatly  dilated  optic  foramen,  wliil(>  its  orbital  portion  was 


176  DISEASES    OF    THE    OPTIC    NERVE. 

greatly  thickened.  The  dilated  portion  was  funnel-shaped 
and  continuous  by  its  base  with  the  under  surface  of  the 
brain^  and  measured  one  inch  in  its  transverse  diameter, 
by  half  an  inch  in  its  vertical  one.  A  probe  passed  into 
the  dilated  portion  of  the  optic  nerve,  did  not  pass  into 
the  thickened  orbital  part,  which  narrowed  down  anteriorly 
to  about  the  ordinar}^  diameter  of  the  nerve  and  ended  in 
a  stump,  the  eye  having  bee^i  removed  during  life.  The 
left  optic  nerve  was  also  somewhat  larger  than  normal, 
and  contained  a  small  quantity  of  fluid  in  its  centre 
posteriori}^,  while  its  anterior  orbital  portion  was  smaller 
than  normal  and  atrophied.  On  further  examining  the 
brain,  after  hardening  in  formol  solution,  it  was  seen  to 
be  large  for  a  woman  of  the  patient's  size,  having  weighed 
when  fresh  51  oz.  Both  lateral  ventricles  were  markedly 
dilated,  their  cavities  occupying  a  considerable  portion  of 
the  cerebral  hemispheres,  the  brain  substance  being  from 
1  to  2  in.  in  thickness.  The  foramen  of  Munro  leading 
from  the  lateral  to  the  third  ventricle  was  also  much 
dilated,  while  the  cavity  of  tlie  third  ventricle  itself  was 
greatly  dilated  and  continuous  below  with  a  sac  at  the 
base  of  the  brain,  which  in  its  turn  opened  into  the  dilated 
optic  nerves,  that  leading  into  the  right  one  being  nuich 
the  larger  of  the  two.  No  optic  chiasma  could  be  made 
out,  the  sac  referred  to  apparently  occupying  its  place. 
The  iter  a  fertio  ad  quartum  ventrlcuhmi  was  only  very 
slightly  dilated,  while  the  fourth  ventricle  itself  was 
normal  in  appearance. 

The  skull. — The  skull  was  not  markedly  increased  in 
size,  but  its  walls  were  unusually  thin,  especially  in  the 
temporal  fossae,  where  they  were  semi-transparent.  Tlic 
posterior  fossa  of  the  base  was  normal  except  that  the 
basilar  process  of  the  sphenoid  bone  was  slightly  deflected 
towards  the  left  side  of  the  middle  line.  in  front  of  this 
rnark'ed  deformity  is  seen,  especially  on  the  i-iglit  side. 
'J'he  liody  of  the  s])henoid  bone,  with  the  exception  of  tlic 
posterior  ])ai-t  with  tlie  jiostcrior  clinoid  processes,  luis 
liearK'    cnlirch     liccn     jilisorhcd,    wliilc    the    etliiiinid     bone 
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•.ij)})ears  to  luivn  Ix-cii  dlsphiced  forwards,  as  tlio  sella 
turcica  iiioasiii'os  2  in.  in  its  autenj-posterior  diameter. 
The  sphenoidal  plate  of  the  vomer  enters  into  the  floor  of 
the  skull,  while  tlu^  roof  of  the  nasal  cavities  is  consider- 
ably displaced  downwards  and  is  very  thin.  In  the  position 
of  the  optic  foramen  and  orbital  fissure  there  is  a  larj^e 
chasm  with  a  superficial  area  of  about  one  square  inch 
through  which  the  dilated  right  optic  nerve  passed,  while 
the  floor  of  the  right  orbit  is  also  depressed  below  the 
level  of  that  on  the  left  side.  All  this  deformity  of  the 
base  of  the  skull  is  evidently  the  result  of  the  dilatation 
of  the  optic  chiasma  and  right  optic  nerve  already  described, 
and  must  have  occurred  at  a  very  early  age,  being  prob- 
ably congenital  in  nature.  {^J^f^i/  2St]i,  1904.) 


2.  A  case  icitli  i)eadiar  changes  of  and  around  tlie  optic 
disc  in  a  u'oman  j  ?  hyaloid  changes  or  spurious  optic 
neuritis. 

By  George  W.  TnoMrsoN. 

Miss  T — ,    ast.    27   years,    compjained   of   swollen     lids 
and  watering  of  the  eyes. 

_e.  ,    1  0-25  Ds. ^ 

18        -f-0-75D.Cy.l70out.  ~  «• 


^-  9  ^    _L  rv9^"rr>,;  QH  r^    =  5-       I'lipil^    fire     equal 


+  0-25 

+  0-25  D.  Cy.  80  in. 
and  react  well. 

Right  oj)tic  disc. — A  flocculent  dense  greyish-white  mass 
is  superimposed  over  the  optic  disc,  leaving  the  physiological 
cup  free.  This  dense  mass  obscures  the  outline  of  the 
optic  disc  completely,  and  extends  slightly  beyond  the 
borders  on  to  the  retina. 

A  faint  greyish  crescentic  opacity  veils  the  retina  along 
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the  nasal  border  of  tlie  dense  mass.      This  faint  opacity 
sinnilates  remains  of  the  hyaloid  artery. 

The  optic  disc  is  not  swollen.  The  vessels  appear 
normal  in  size.      No  white  lines. 

Left  optic  disc. — A  similar  greyish-white  mass  obscures 
the  optic  disc,  and  extends  on  to  the  retina  beyond  it. 
The  large  temporal  physiological  cup  is  free.  The  white 
mass  presents,  at  the  upper  and  inner  segments,  a  some- 
what denser  and  metallic-looking  patch  suggestive  of  a 
calcareous  or  hyaline  change. 

There  is  here  also  a  faint  grey  crescentic  veil  along  the 
nasal  border  of  the  mass. 

Vessels  are  normal  in  size.      No  white  lines. 

No  scotomas.  Fields  are  practically  full,  i.e.  when  they 
were  taken  a  second  time,  November  11th,  1903.  The  first 
set,  taken  on  October  29th,  1903,  appear  a  trifle  contracted. 

History  of  influenza  2  years  ago,  but  her  sight  was  not 
impaired  at  the  time  or  after. 

Urine  normal. 

[Card  6-pecimen.      Fehruary  lltli,  1904.) 

Dr.  ADOLrri  Bronner  said  that  two  years  ago  he  saw  a. 
similar  case — a  child  of  10  years  of  age  with  what  he 
thought  to  be  commencing  papillitis.  He  put  her  on 
small  doses  of  mercury  for  a  few  months,  and  had  watched 
the  case  ever  since.  The  vision  was  §,  and  it  had  not 
altered,  nor  had  the  appearance  of  the  discs  changed.  It 
was  evidently,  as  Mr.  Thompson's  case,  congenital. 


3.   Hereditary  optic  atrophy  in  tr-o  JirofJuTK, 

\\\   IhXilNALl)    K.    I'lCKKK'TON. 

.1.   II.   I* — ,  a't.  32  ycai-s,  a  cai-iiian,  slat(Ml  llml   liis  siglit 
first  began  to  fail  wlicn  22  years  of  age.       lie  iiotii'cd  lli;it 
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lie  was  iinablo  to  road.  JTadalwjiys  been  a  heavy  smoker, 
but  when  he  found  his  sio-]it  t'aih'n<^  he  attended  a  hospital, 
wliere  lie  was  told  that  he  was  sniokin<^  too  much,  re- 
commended to  give  it  up  and  to  take  mist,  nucis  vom.,  both 
of  which  he  did,  j^ixiii^-  up  smoking-  absolutely,  but  he 
found  his  sight  rapidly  decreasing.  He  gave  up  smoking 
for  over  six  months. 

The  vision  at  the  present  time  barely  -^-^  and  J.  19. 

The  fields  of  vision  foi*  white  much  contracted;  red  and 
green  not  recognised  ;  field  for  blue  smaller  than  that  for 
white.  The  charts  of  field  of  vision  were  taken  in  a  good 
light  with  a  20  nun.  test  object  for  both  blue  and  white. 
They  showed  concentric  contraction  to  between  30°  and  80° 
for  the  right,  and  between  30°  and  60°  for  the  left. 

OpJitlialmoncopicalhj. — Both  discs  are  pale,  the  vessels 
about  normal  in  size. 

The  urine  is  normal,  containing  neither  albumen  nor 
sugar. 

No  history  of  any  illness,  other  than  influenza,  can  be 
obtained,  and  the  patient  denies  having  had  syphilis. 

R.  E.  P — ,  ixit.  35  years,  a  Marine,  was  discharged  on 
account  of  defective  eyesight.  His  sight  first  began  to 
fail  when  27  years  of  age  ;  he  attended  a  hospital  and 
was  advised  to  give  u])  smoking  and  take  nux  vomica, 
which  he  did  for  some  six  months.  During  this  time  his 
vision  steadily  decreased,  until  at  the*  present  time  it  is 
just  sufiicient  to  enable  him  to  get  about.  AVitli  the 
right  he  can  barely  make  out  ^.-y,  with  the  left  eye  a 
trifle  more.  With  both  eyes  he  can  make  out  letters  of 
J.  19. 

OphfJialmoscopicalh/. — The  discs  are  both  pale,  but  in 
neither  can  the  lamina  cribrosa  be  made  out.  At  the 
edge  of  the  left  disc  patches  of  choroidal  pigment  are  seen. 

The  macula  region  in  the  right  eye  shows  a  dotted 
appearance.  In  each  eye  there  is  a  central  scotomji  for 
white  and  all  colours,  and  the  fields  of  vision  are  nnich 
contracted  ;  the  field  of  vision  charts  taken  in  a  very  good 
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light  with  a  20  miii.  test  object  show  concentric  con- 
traction in  both  eyes  irregularly  between  30°  and  60". 
Colours  barely  recognised. 

The  patient  is  otherwise  healthy  and  denies  having  ever 
had  syphilis.  The  urine  contains  neither  albumen  nor 
sugar. 

This  patient  is  brother  to  the  last,  and  his  mother's 
brother  had  been  invalided  from  the  army  in  India  owing 
to  defective  vision.  {May  6th,  1904.) 


4.   Oj^tic  atroj)hy  and  i^rimary  ameiiorrhoea. 
By  W.  C.  EocKLiFFE,  M.D. 

Alice  C — ,  aet.  18  years,  first  consulted  me  January  1st, 
1898. 

History. — She  had  been  under  a  "  quack  eye  doctor  " 
with  failing  vision  twelve  months,  Avho  stimulated  her  to 
attend  regularly  at  the  usual  10^.  6f7.  fee  per  visit,  and  by 
the  assertion  that  if  she  continued  her  attendance  long 
enough  she  would  regain  her  sight,  but  as  a  matter  of 
fact  it  had  steadily  deteriorated.  She  was  one  of  a  family 
of  seven,  and  previous  to  the  age  of  17  had  enjoyed  good 
health.  The  parents  were  healthy  and  strong.  Family 
history  good. 

Symj^toms. — Gradually  increasing  defective  vision, 
especially  in  the  right  eye,  during  the  previous  twelve 
months,  with  some  doubtful  pain  in  the  right  eye,  not 
accelerated  by  any  particular  work.  She  had  never 
menstruated  and  had  obstinate  constipation,  but  no  head- 
ache, sickness,  or  paresis,  or  loss  of  other  special  sense. 
No  llomberg's  sign  ;  knee-jerks  normal. 

R.  V.  :    3^y  reads  16  J.  ;    no  improvement  with  any  lens. 

Jj.  V.  :  Y^  badly,  reads  4  J.,  slightly  improved  c  — 1  D, 
Pupils  and  tension  normal.       Projection  good. 
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Ophthdlmoficopf;. — Pig-mcntod  riiif^  r()und  both  optic 
discs,  wliicli  were  vvhitor  than  iionnal;  no  neuritis;  retinal 
veins  pulsate  ;   general  tliinning  of  choroid. 

Treatment. — Saline  aperients  with  pil.  ahjes  and  iron. 

January  lOtJi,  1899,  wider  atropine. — Right  eye  — 8  D.  ; 
left  eye -7  D. 

Fehruanj  Ist,  1899.— R.  V.  :  3%  o- 1*5  D.  = -3^  reads 
16J.-L.E.:  1^2  0-1-5D.  =  1^2  reads  IJ.  -15  D.  ordered 
for  constant  use. 

She  was  not  seen  again  until  November  17th,  1903,  i.e. 
nearly  six  years  later,  and  then  stated  tlie  glasses  had 
suited  her  well  until  six  months  previously,  when  she 
consulted  an  optician,  who  was  unable  to  improve  her 
vision,  which  was  very  rapidly  decreasing. 

On  examination. — I  found  the  R.  Y.  had  deteriorated 
from  3-g  to  P. L., with  slight  ext.  strab.,  and  the  left  eye  from 
j^2  to  board  only  at  6  m. ;  reads  20  J.  with  difficulty.  No 
improvement  with  glasses. 

Meld. — Not  taken  by  perimeter  owing  to  the  great  defect 
of  vision;  it  appeared  to  be  contracted  at  the  outer  side  only. 
T.n.     Pupil  sluggish,  but  reacts  to  light  and  accommodation. 

Ophthalmoscope. — Deep  blue  cupping  both  discs.  Retinal 
vessels  not  attenuated  ;   mottled  changes  at  Y.S. 

November  25^/t,  under  atropine. — Retinoscopy. 

Right  eye  — —  —  7.         Left  eye  — —  —  7. 

•D.  1  —    00. 

Had  ?  epileptic  seizure  last  Good  Friday. 
December  1 1th.— R. v.:    no  P.L.   L.:c"^^'^^* 


-|-2D.cy.  ax.vert. 
=  ^Q  badly,  reads  20  J. 

On  inquiry  I  find  she  has  still  (a3t.  24)  never  menstruated, 
and  I  sent  her  to  Dr.  F.  Nicholson,  who  reported  : 

"  Heart  and  lungs  normal ;  urine,  no  albumen  or  sugar  ; 
abdomen  negative  ;  no  enlarged  liver  or  spleen  ;  no  pubic 
hair  ;  a  little  ana)mic,  some  constipation.  She  has  an 
infantile  uterus  with  undeveloped  sexual  organs,  but  all 
the  other  organs  are  healthy.      Beyond  slight  anjemia  and 
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constipation  and  tlie  eye  condition  I  find  nothing.  I 
should  think  the  optic  nerve  atrophy  would  be  due  to  the 
same  cause  as  the  undeveloped  sexuals. 

"  I  am  not  aware  that  an3^one  has  yet  pointed  out  what 
this  cause  is." 

Neuritis  with  amenorrhoea  or  chlorosis  has  not  infre- 
quently been  reported,  and  I  have  seen  several  such  cases, 
but  so  far  as  I  can  discover,  steadily  increasing  primary 
atrophy  in  one  who  has  never  menstruated,  without 
neuritis,  and  devoid  of  any  other  symptoms,  is  not  common, 
and  as  this  is  the  only  such  case  I  have  ever  seen  in  my 
twenty-seven  years  of  personal  experience,  during  w^hich 
time  I  have  notes  of  more  than  25,000  private  and  hospital 
patients,  I  shall  be  glad  to  have  the  experience  of  other 
members.  {May  6th j  1904.) 


5.   Oiitic  neuritis  following  concussion  of  eyeball. 
By  W.   C.  RocKLiFFE,  M.D. 

EoBEirr  C — ,  aet.  45  years,  attended  the  Hull  Royal 
Infirmary  on  October  30th,  1903. 

History. — On  October  24th,  1903,  when  loading 
hedge  rakings  he  received  a  severe  blow  over  the  right 
eye.  He  was  seen  the  following  day  by  Dr.  Morley  (of 
Barton-on-Humber)  who  transferred  liim  to  nie  on  October 
30th,  stating  he  Imd  "  suffered  from  acute  iritis  with  very 
defective  vision  since  the  accident." 

On  prami nation. — L.  V.  :  J!,  reads  1  J.  R.  V.  :  H.  M.  at 
j)eripliery  only.  Cornea  clear.  JJeej)  A.  C.  No  ])ain 
or  tenderness,  no  wound  of  eye,  lids,  or  head.  No 
I''.  I),   inidci-    lid. 

Undrr  ati'opinc. — Right  eye:  Sevei-al  jxtslerior  synechia), 


OPTIC  NEUKITIS   FOLLOWING  CONCUSSION   OF  KYKIULL.      183 

media  liazy,  t-oriR'n,  and  lens  clear,  no  lloatin^'  opacities  to 
be  detected.  Intense  optic  neuritis  witli  considerable 
effusion  around  Y.  S.,  in  centre  of  wliicli  is  a  recent 
ba'inorrlia<»-e.  'riie  wliole  retina  appeared  swollen,  but 
no  actiuil  di'taclinient ;  urine  uormnl.  He  was  admitted 
an  in-pntient,  and  ordered  Lot.  Pluml).  e  Op.  and  ice  com- 
press, Mist.  Mag.  and  Pot.  lod. 

November  17tli. — R.  V.  improved  ^l\^,  liicmorrliage 
absorbing,  retiua  appears  swollen  but  not  detached. 
(Discharged  from  hospital  at  own  request.) 

January  17tli,  1904. — L.  V.  2^,  failing  last  fortnight, 
no  improvement  with  glasses.  Nothing  abnormal  to  be 
detected.  R.  0.  D.  clearing.  No  rupture  of  choroid 
to  be  detected.     Ordered  Pil.  Hydrarg.  Biniod.  4- gr.  t.d.s. 

Dr.  Eve,  the  House  Physician,  kindly  examined  and 
reported.  He  considered  the  defect  of  L.  V.  was 
functional  and  sufforested  Pot.   Brom.  and  Strvch. 

I  last  saw  this  case  on  April  16th,  when,  as  corroborating 
Dr.  Eve's  opinion,  L.  V.  w^as  ^  ;  reads  1  J.  P.  V.  had 
also  considerably  improved  and  by  looking  askant  was 
3^5  e  —  0'5  D.  -^^^ ;  reads  4  J.  e  difficulty.  Pi-ojection  good, 
although  somewhat  hazy  to  outer  side.     T.u. 

Undp-7'  atropine. — Pupil  ovoid  ;  two  small  synechia)  at 
inner  side  ;  no  opacity  of  lens  or  vitreous. 

Fundus. — To  the  outer  side  of  disc  there  is  a  square- 
shaped  patch  of  choroidal  atro])hy  surrounded  by  d;iik 
pigment  2  mm.  wide,  below  and  above  which  the  choroid 
is  thin  ;  two  small  temporal  nrteries  cross  the  atrophied 
patch  towards  tlu^  Y.  S.,  ;it  which  situation  there  are 
several  small  dark  ])igmentary  de])osits — the  whole  the 
probable  result  of  tlu^  haMiiorrhage.  All  other  traces 
of  the  optic  neuritis  and  haMnorrliagc>  are  gone*,  the  optic 
nerve  shows  no  atro})hy,  and  the  vessels  are  not  tortuous. 
There  is  no  ap]:)(^arance  of  ru])ture  of  choroid  or  dc^tach- 
ment. 

Cases  of  optic  neuritis  following  injui-y  to  the  head  are 
not  uncommon  ;  but  in  this  jiarticular  case  the  blow  was 
on    the  eyeball    only,  and  as  such  accompanied  with  optic 
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neuritis  and  no  haemorrhage,  except  the  Y.  S.,  or  ruptured 
choroid,  or  detachment,  it  is  unusual. 

I   shall   be  glad   to   know  of  any  similar  experience  of 
members.  {May  5th,  1904.) 


6.  A  case  of  optic  atrophy   {primary)    due  to  lead. 
By  Simeon  Snell. 

Chaeles  H — ,  aet.  16  years,  came  among  my  out- 
patients at  the  i^heffield  Eoyal  Infirmar}^  on  October  16th, 
1903,  on  account  of  failure  of  sight  in  both  eyes.  It  was 
ascertained  that  vision  commenced  to  fail  in  September, 
1902,  but  lie  had  been  able  to  continue  his  work,  that  of 
a  file-cutter.  Sight  gradually  became  more  affected, 
especially  in  June  (1903)  and  in  July  he  was  compelled 
by  the  increasing  blindness  to  discontinue  his  employ- 
ment. Since  then,  during  the  last  three  months,  his 
sight  has  become  steadily  worse.  At  the  time  of  his 
attending  the  Infirmary  E.  V.  =  q-q,  L.  Y.  =  ^^  ;  both 
optic  papilhe  were  white  and  atrophic,  but  the  appearances 
did  not  suggest  a  preceding  neuritis. 

The  boy's  past  history  was  good.  He  had  measles 
when  2  years  old.  No  history  of  scarlet  fever,  influenza, 
or  other  illnesses.  There  had  been  no  headache  or 
sickness.      There  was  no  albumen  or  sugar  in  the  urine. 

There  was  no  history  of  sight  failure  in  the  family  to 
suggest  hereditary  amblyopia.  Up  to  the  age  of  13  he 
was  at  school  and  was  in  the  6tli  standard.  Shortly 
after  reaching  this  age  he  commenced  work  as  a  file- 
cutter.  Ill  addition  to  cutting  files  he  was  engaged  in 
liandling  lead  a  great  deal,  for  it  was  part  of  his  duty 
to  break  up  tlie  old  lead  beds  and  put  them  in  the  pot 
to  melt.  lie  pnrtook  of  liis  (liiinci-  in  llic  sliop  niid 
worked    I'l-oiii    S    ii.ni.    to    (>    p.m. 
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At  the  time  of  his  coining*  to  tlie  Infii-mary  tlioro  was 
ti  blue  line  over  the  upper  left  incisor  tooth.  He  had 
suffered  from  abdominal  pains  which  "doubled  him  up  ;  " 
he  still  had  similar  attacks,  l)ut  of  less  severity.  There 
was  no  wrist-drop  or  constipation. 

Treatment  has  not  benefited  sight,  and  at  the  present 
time  it  is  practically  the  same  as  when  the  patient  came 
first  under  observation.  The  defect  of  vision  was  too  great 
to  allow  of  a  satisfactory  perimetric  chart  being  taken. 

It  appears  to  me  that  the  optic  atrophy  in  this  case  must 
be  regarded  as  due  to  lead-poisoning.  A  careful  in- 
vestigation excluded  other  causes.  Primary  atrophy,  a 
result  of  chronic  lead-poisoning,  has  been  recognised  by 
other  observers,  and  is  mentioned  in  de  Schweinitz' 
valuable  monograph  on  Toxic  Amhlyojnas.  Many  years 
ago  I  met  with  a  similar  case  in  a  youth,  a  file-cutter, 
of  about  the  same  age  as  the  present  patient.  Vision 
in  that  case  was  very  defective  when  first  seen  and  was 
uninfluenced  by  treatment,  and  for  many  years  he  has 
been  empkn^ed  at  an  institution  for  the  blind. 

The  occupation  of  file-cutting  has  for  long  been 
recognised  as  one  very  prone  to  occasion  lead-poisoning, 
the  reason  being  that  the  file  rests  on  a  lead  bed  and 
minute  particles  of  lead  are  given  off  as  the  chisel  is 
struck  by  the  hammer  to  make  the  rough  lines  on  the 
file.  The  atmosphere  of  the  room  becomes  charged  with 
these  particles  ;  the  lead  enters  the  system  and  produces 
its  poisonous  effects  by  the  inhalation  of  these  particles 
and  the  uncleanly  hal)it  of  wetting  the  hands  at  the 
mouth. 

In  this  particular  instance,  in  addition  to  the  ordinary 
exposure  to  lead  as  a  file-cutter,  part  of  his  occupation, 
as  has  already  been  mentioned,  consisted  in  breaking  up 
old  lead  beds  and  putting  them  in  the  pot  to  melt.  lie 
was  thus  more  exposed  to  the  deleterious  influences  of 
lead  than  a  file-cutter  ordinarily  would  be. 

From  time  to  time  I  have  seen  a  large  number  of  lile- 
cutters  with  chronic   j)lumbism,  whose  sight    has   thereby 
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become  affected,  either  by  the  direct  action  of  the  lead 
on  tlie  optic  nerves  or  in  association  with  kidney  or  brain 
disease.  At  a  Home  Office  inquiry  last  year  (1903)  into 
the  need  for  rules  regulating  the  occupation  of  file- 
cutting  I  gave  evidence  to  this  effect,  and  have  briefly 
referred  to  the  matter  in  my  article  "^  in  ])r.  T.  Oliver's 
Dangerous  Trades. 


7.   A  case  of  atrophy  of  both  optic  discs  resulting  from 
uterine  [post  partum)  haemorrhage. 

By  Simeon  Snell. 

On  February  6th  of  the  present  year  (1904)  I  was 
asked  by  a  medical  practitioner  to  see  his  wife.  He 
informed  me  that  on  her  recovery  from  puerperal  mania 
a  few  days  previously  it  was  ascertained  that  she  was 
absolutely  blind.  On  visiting  her  I  found  that  both  optic 
papillae  were  atrophied.  The  vessels  were  much  reduced 
in  size,  but  there  was  no  evidence  of  preceding  neuritis. 
The  pupils  were  dilated  and  motionless,  and  there  was 
not,  in  either  eye,  the  faintest  perception  of  light. 

The  patient  was  aged  28  years,  and  had  been  married 
about  a  year,  when,  on  October  3rd,  1903,  she  was  con- 
fined of  her  first  child,  at  full  term.  Her  husband  stated 
that  throughout  the  pregnancy  she  had  been  remarkably 
well.  (Jn  the  ninth  day  after  delivery  ])uerpernl  mania 
developed,  and  she  had  remaiiied  in  this  state  until  about 
Febi-uary  1st.  During  the  last  month,  however,  there 
li;i(l,  now  and  then,  been  lucid  intervals,  nnd  at  the  end 
recovery  was  rapid. 

It  was  further  ascertained   ilnit   ihc  hibonr  wns  a  short 

•  "Eye  Disoascs  and  Eye  Acfidcnt.s  in  relation  1o  IndMstrial  OcL'ui)a- 
tion8." 
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OHO  5111(1  tljjLt  tlu;  pcM-iiKMim  ]i;i<l  been  I'lipt  in-od.  An  Iiour 
after  del  ivory  tlieru  liad  boon  very  considerable  lueiiKjrrliat^e 
and  t\w  ])iilse  was  liardly  |)ei-ce])tible  at  the  wrist.  It 
jiliiniied  tlie  liusband  very  miicli.  lie  sjiys  tlic  jimouiit 
lost  was  not  so  very  g-reat,  but  it  had  a  nmi-kcd  efTect  on 
the  patient,  and  she  never  seemed  to  liave  recovered  from 
it.  It  was  due  to  a  portion  of  retained  ])laeenta,  and  tliis 
was  later  on  removed  and  the  nterine  cavity  cleared  (jut. 
There  was  no  return  of  serious  hiemorrliacre. 

No  examination  of  the  eyes  liad  been  made  during  the 
attack  of  mania.  It  had,  however,  been  suspected  foi- 
some  time  tliat  vision  was  veiy  defective,  but  it  was 
thought  to  be  in  some  way  associated  with  the  mania, 
whicli  at  times  was  very  acute.  The  nurse  wlio  went  to 
the  lady  when  the  mania  began  and  remained  with  lier 
throughout  up  to  the  time  of  my  seeing  her  told  me  tliat 
about  four  weeks  after  tlie  attack  commenced  (i.e.,  five  or 
six  weeks  after  the  confinement)  she  had  the  impression 
that  the  lady  was  seeing  badly  and  that  this  failure  of  sight 
had  increased.  The  widely  dilated  pupils  had  been 
observed  for  three  months,  and  the  nurse  believed  that  at 
least  two  months  before  my  visiting  her  the  patient  had 
been  unable  to  see. 

The  urine  was  free  from  jilbumen,  and  there  liiul  Ixhmi 
nothing  throughout  thc^  pregnancy  to  suggest  kidney 
disease. 

The  child  was  alive  and  healthy. 

The  evidence  in  this  case  points,  I  think,  to  the 
ha)morrhage  as  the  cause  of  the  blindness.  The  exhaustion 
consequent  thereon  nuiy,  moreover,  have  acted  as  a  feature 
in  occasioning  the  mania. 

Many  years  since  a  woman  ;ct.  46  years  was  under  my 
care  for  failure  of  sight,  in  which  the  cause  was  apparently 
uterine  ha3morrhage.      ^Phe  following  is  a  brief  note  : 

At  the  time  of  the  sight  failing  she  had  menorrhagia, 
which  lasted  for  a  month.  Jk^th  discs  were  atrophied  :  left 
sees  J.  20;  right,  fingers.  She  remained  under  treatment 
a  few  months  with  no  a])prc>ciable  alteration  in   her  con- 
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ditioii,  the  treatment  consisting  of^  at  different  times,  liquor 
strychnine,  tinctura  ferri,  and  potassium  iodide."^ 

This  is,  as  far  as  I  recollect,  the  only  instance  in  my 
personal  experience  of  uterine  haemorrhage  causing  optic 
nerve  atrophy. 

In  the  Archives  (V Ophtalmologie  for  July,  1903,  p.  417, 
Chevallereau  relates  a  case  of  optic  atrophy  due  to  uterine 
haemorrhage  in  a  woman  aet.  38  years.  Since  her  last 
confinement,  three  years  before,  she  had  had  uterine 
losses,  nearly  continuous,  and  often  abundant.  It  was  as 
the  result  of  one  of  these  haemorrhages  that  she  lost  the 
sight  on  both  sides. 

He  has  collected  notes  of  all  previous  cases,  with  the 
exception  of  my  former  one,  28  in  number.  They  were 
divided  as  follows  : 

Confinement  at  term,  9  cases ;  abortion,  10  cases ; 
uterine  loss  without  pregnane}',  8  cases ;  fibroma  of  the 
uterus,  1  case.  In  all  the  cases  there  was  abundant 
haemorrhage. 

The  general  phenomena  were  general  weakness,  pro- 
found exhaustion,  syncope,  vertigo,  and  in  one  case  some 
ear  trouble,  in  another  true  paralysis  followed  by  death, 
and  in  another  sudden  death. 

The  commencement  of  the  eye  trouble  took  place  at 
various  periods  :  in  three  cases  it  had  been  immediate ;  in 
the  other  cases  it  occurred  at  the  end  of  2,  3,  6,  7  (in 
three  cases),  8,  15,  18,  and  21  days. 

The  patients  complained  of  amblyopia,  which  became 
more  and  more  pronounced,  increasing  gradually  to  com- 
plete blindness.  In  the  majority  of  the  cases  the  symptoms 
were  erpial  in  the  two  eyes;  in  six  cases,  however,  they 
were  more  ])ronounced  in  the  right  eye,  or  even  limited  to 
that  side,  and  in  two  cases  the  left  side  was  the  more 
marked. 

(leiicrally,  the  jjupils  were  dilated  and  reacted  to  light 
])adly,  and  in  some  cases  there  was  no  reaction  whatever. 
Usually  the  visiuil  field  was  irregularly  outlined.     Oplithal- 

*    Oj^hllniliiiir   Ui'vii'ir,   1HK2.  p.  -I-Oli. 
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moscopically  a  completo  iitro])]iy  was  n-oiiorally  found,  l)ut 
in  Koveral  instances  tlic  discs  were  simply  stated  to  be 
j)ale.  More  oftcMi  the  ed<^es  of  the  papillic  were  very 
clear.  In  live  cases,  however,  there  were  traces  of  optic 
neuritis,  and  in  one  case  even  papillary  strangulation. 
The  vessels  were  generally  reduced  in  size  and  were  often 
filiform. 

In    three    cases     only    were    there     traces     of     retinal 
hiemorrhages.  {June  9tJi,  1904-.) 
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1.  Pulsating  tumour  of  orbit,  ijrohahly  arterio-venous 
aneurysm,  cured  for  four  months  by  ligation  of  the 
common  carotid,  but  since  recurring . 

By  N.  C.  Ridley. 

Mrs.  H — ,  fet.  58  years. 

History. — Seen  first  in  December^  1901^  with  paralysis 
of  left  sixth  nerve  following  a  fall  on  the  head.  Said  to 
have  had  a  ''  stroke  ^^  in  early  part  of  April,  1902,  after 
which  the  left  eyeball  began  to  protrude. 

Seen  again  April  22nd,  1902,  when  there  was  mucli 
proptosis  of  left  with  oedema  of  conjinictiva.  No  growth 
felt.  No  pulsation,  etc.  Temperature  normal.  Pupil 
dilated  and  vision  bad. 

Admitted  to  the  infirmary.  Fomentations  and  iodide 
of  potassium  mixture  caused  so  much  improvement  that 
in  June  there  was  very  little  proptosis  and  the  vision  was 
better  (exploratory  puncture  gave  no  result).  In  Decem- 
ber, 1902,  the  eye  got  red  and  the  proptosis  began  to 
increase  again. 

March  10th,  1903.— Pulsation  and  thrill  first  felt  at 
the  iipi)er  and  inner  ])art  of  the  orbit.  A  soft  expansile 
swelling  can  be  felt,  but  no  solid  part. 

April  8th,  1903. — I^igature  of  left  common  carotid  artery 
above  the  omo-hyoid. 

July  28th. —  Faint  pulsation  iiiid  thrill  again  to  be  felt. 
Until  tliis  day  there  had  been  no  apparent  jn'optosis  and 
no  other  sign  (jf  trouble,  but  the  vision  was  only  g'^.  at 
the  best. 
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Scptciubcr  Isl,  J'JCKJ. — l^ulsiitioii  and  thrill  iiifi-cascd 
since  last  note.  Solid  parts  can  be  felt  in  the  swelling-, 
possibly  l)l()()d-('lots. 

December,  19()."). — Pulsation  and  tlnill  scry  marked. 
S\vellin<^- is  not  increasing- vei'V  raj)idly,  if  at  all.  Proptosis 
not  very  great. 

Patient  is  not  at  all  stron^-,  and  has  an  intermittent 
j)ulse,  contra-indicating  further  operative  interference 
unless  more    urgent  symptoms  should  arise. 

Remark'.s. — The  history  seems  to  ])oint  to  a  fracture  of 
the  base  of  the  skull,  injuring  the  sixth  nerve  and  wound- 
ing the  carotid  artery  into  the  cavernous  sinus.  AVhen 
the  pulsation  recurred  I  considered  the  risk  too  great  to 
justify  another  attempt  at  cure  by  tying  the  other  carotid. 

Other  conditions  from  which  a  differential  diagnosis 
had  to  be  made  are  :  (1)  cavernous  aiKjioinitj  which  is  fairly 
common  in  this  situation,  but  wliich  usually  has  at  all 
events  solid  parts,  if  not  distinguishable  as  a  mass,  which 
was  never  the  ease  here.  This  would  not  have  been  so 
quickly  improved  by  the  ligature,  and  so  may  be  excluded ; 

(2)  a  viiilignaiif  (jroicth,  to  wliich  the  same  remarks  apply; 

(3)  a  (l('('j>-t;eaf('d  yunivia  ;  this  was  the  diagnosis  first  made, 
but  the  subsequent  course  of  the  case  dis})roved  it. 

\Card  specimen.      BecemJuT  lOtli,  1903.) 


2.   A  case  of  arfen'o-venons  aneurysm. 
By  E.-  L.  PiuTcUAKL). 

On  Sunday,  April  7th,  1901,  I  was  called  in  to  see 
Nurse  T — ,  a3t.  oS,  who  had  been  brought  home  in  an 
unconscious  condition.  Tjie  history  was  that  at  10  }).m. 
on  the  previous  evening,  after  having  partaken  of  half  a 
pint  of  whiskey  administered  by  the  servants  in  the  house 
(she  was  attending  the  mistress  as  a  monthly  nurse  at  the 
time),  she  fell  down  a  flight  of  stairs  on   to  her  occiput. 
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She  was  supposed  to  have  been  intoxicated  only  and  sent 
home  in  a  cab,  a  distance  of  1-i-  miles.  AVhen  I  saw  her 
she  was  suffering  from  typical  cerebral  irritation,  semi- 
comatose, could  be  roused  slightly ;  she  exhibited  the 
typical  decubitus.  Her  pupils  were  small  and  equal, 
bat  dilated  when  she  w^as  roused  and  reacted  to  light ; 
there  was  no  bleeding  from  the  nose  or  ears  nor 
haemorrhage  in  the  orbits.  Water  and  motions  passed 
under  her ;  knee-jerks  active  ;  pulse  60^  small,  feeble, 
regular ;  fundi  both  normal ;  patient  restless.  This 
condition  continued  until  April  26th,  when  she  became 
more  conscious  and  said  a  few  words.  I  then  went 
away  for  a  holiday.  When  I  saw  her  again  on  May  7th 
she  had  become  quite  conscious ;  I  then  noticed  for  the 
first  time  complete  paralysis  of  the  external  rectus  of  the 
right  eye.  There  was,  however,  neither  congestion  nor 
proptosis.  On  May  10th  I  ordered  a  blister  to  the  right 
temple,  and  on  seeing  her  on  the  13th  I  found  the 
conjunctiva  and  sclerotic  were  much  congested,  and  was 
told  that  it  appeared  when  the  blister  w^as  applied.  The 
congestion  grew^  w^orse  and  the  conjunctiva  became 
oedematous,  but  the  paralysis  began  to  improve.  On 
May  18th,  just  six  weeks  after  the  accident,  a  small 
pulsating  tumour  appeared  below  and  to  the  inner  side 
of  the  right  eye,  which  could  easily  be  emptied  by 
])ressure,  and  in  which  pulsation  was  easily  felt.  This 
increased  during  the  next  ten  days,  until  it  was  one  third 
of  an  inch  in  size,  and  the  right  eye  gradually  became 
proptosed.  At  this  time  a  systolic  bruit  was  heard  over 
the  right  eye  extending  back  over  the  squamous  portion 
of  the  right  temporal  bone,  and  it  could  also  be  heard 
less  distinctly  over  the  left  eye.  The  right  retinal 
veins  were  greatly  engorged  and  pulsated  ;  the  disc  and 
the  arteries  were  normal.  llvv  memory,  which  had 
})een  very  had,  was  now  beginning  to  ini])r()ve.  '^J^owards 
tlie  end  of  May  \  took  lici-  to  Moorfields,  and  showed 
licr  to  Mr.  Morton  and  Mr.  Silcock ;  tli(>  lnti(>r  very  kindly 
promised    to    take   hci-    into    St.    Mai'y's    Hospital. 
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On  June  14tli,  1903,  she  was  tidiiiittcd  into  St.  Mary^s 
Hospital,  and  presented  the  symptoms  above  mentioned. 
In  addition  she  complained  of  tliroljl)in<^-  in  the  head  and 
ears  lasting  halt"  an  hour  or  more  at  a  time  at  least  once  a 
day,  worse  on  taking  any  exercise.  The  swelling  Ijelow 
the  eye  was  now  tlu?  size  of  a  small  walnut,  there  was 
dark  pigmentation  round  the  eye,  and  the  bruit  could  be 
heard  over  the  course  of  the  common  carotid. 

On  June  25th  the  patient  was  operated  on  l)y 
Mr.  Silcock,  the  common  carotid  being  first  compressed, 
when  the  bruit  was  found  to  disappear ;  the  artery  was 
then  tied.  After  the  operation  the  pulsation  under  the 
orbit  and  the  murmur  had  both  disappeared. 

June  26th. — The  patient  passed  a  bad  night  and 
suffered  from  severe  headache.  In  the  morning  the 
bruit  was  found  to  have  returned  as  loud  as  ever,  but 
was  not  conducted  out  as  far  as  before  the  operation. 
The  pulsation  under  the  right  eye  had  returned.  The 
right  ])upil  was  widely  dilated  and  the  sclerotic  much 
injected.  The  right  facial  pulse  could  not  be  felt  at 
the  jaw  and  the  right  temporal  could  only  just  be  felt 
very  faintly  in  fr(mt  of  the  ear.  The  right  side  of  the 
face  was  slightly  paler  than  the  left. 

July  27th. — There  had  been  no  more  throbbing  in  the 
head,  but  she  complained  of  the  sight  of  her  right  eye  ; 
there  was  some  striate  keratitis  present. 

July  28th. — Eye  less  proptosed,  less  (tdema  of  the  lids. 

July  29th. — Keratitis  better;  bruit  is  less  loud  and  can 
only  be  heard  over  a  limited  area  over  the  inner  single 
of  the  orbit. 

July  3rd. —  Keratitis  has  almost  cleared  up. 

July  8th. — Patient  has  felt  no  throbbing  in  the  head 
since  the  operation. 

July  loth. — Patient  got  up  for  first  time  ;  sclerotic 
much    less  injected  and    patient    can   see    better. 

July  14th. — Sclerotic  clearer,  less  proptosis  ;nid  no 
pulsation    can    be    felt    under   the   eye   now. 

July  22nd. — Patient   felt  a   little   throbbing  last    night 
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for  lialf  an  hour  ;  sclerotic  still  injected,  but  less  than 
before-.  Pupil  is  dilated,  but  practically  no  proptosis 
and  no  pulsation.  The  bruit  can  still  be  heard  over  the 
eye  but  less  distinctly  than  before. 

I  saw  her  again  on  August  7th,  when  I  could  see  but 
was  unable  to  feel  any  pulsation  in  the  tumour  below  the 
right  eye.  The  bruit  could  again  be  heard  nearly  all 
over  the  skull,  and  the  patient  complained  of  bad 
headaches  and  almost  intolerable  noises  in  her  head. 
She  was  unable  to  do  any  work.  This  continued,  and  I 
asked  Mr.  Silcock  to  see  her  again.  She  was  admitted 
into  St.  Mary^s  Hospital  on  September  7th,  but  as  the 
symptoms  were  not  increasing  Mr.  Silcock  determined 
to  do  nothing  more. 

During  the  next  twelve  months  she  was  under  me, 
complaining  greatly  of  the  noises  in  the  head,  but  they 
were  gradually  subsiding  and  she  was  able  to  do  some 
needlework  for  her  living. 

November  2nd,  1903. — Patient  has  been  fairly  free 
from  headaches  and  noises  in  the  head  except  after 
exertion.      Her  present  condition  is  as  follows  : 


R.  V.  -^^ 

L.  V.  #'  6  letters 


c  +  5  D.  =  f  4  letters  )  _  ^  (  +  3-5  D.  ~^  _  ^  , 
6  +  1  D.  =  ^  partly     )  ~  «   I  +  4-5  D. )  ~  "^^    ' 


The  tumour  below  the  right  eye  is  sausage  shaped, 
with  the  long  axis  parallel  to  the  lower  lid  and  is 
1^  in.  by  ^  in.  It  is  both  seen  and  felt  to  pulsate. 
The  systolic  bruit  is  now  heard  over  the  greater  part 
of  the  skull  and  the  two  orbits.  Right  eye :  The 
tension  is  normal,  the  sclerotic  injected,  and  on  everting 
the  lower  lid  an  engorged  vein  is  seen  leading  to  the 
tumour.  '^J^he  pupil  is  semi-diUited  and  does  not  react 
to  light  or  accommodation.  The  retinal  vessels  (arteries 
and  veins)  are  both  dilated,  but  no  pulsation  is  seen  now. 
There  is  no  proptosis  present. 

Mr.  Johnson  Taylok  said  that  2^  years  ago  he  had  a 
siTJiilar   case  in   which    li(»    li^-atiired    the   common    carotid. 
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The  .syiiij)t()ms  sul)side(l  troiii  tli;it  iiioiiieiit  jind  liiid  been 
quiescent  ever  since.  It  was  followed  by  some  atrophy 
of  the  disc.  Me  did  not  know  whether  the  patient  was 
safe  after  2^  years. 

Mr.  AuAMS  Frost  said  tlnit  a  case  of  the  same  nature 
was  in  St.  (xeorge's  Hospital  at  the  present  time.  Tlie 
man  shot  himself  through  the  mouth  with,  a  pistol,  follow- 
ing which  there  was  great  prominence  of  the  eye  and 
much  cedema  of  the  lower  conjunctiva.  There  was  loss  of 
sensation  in  the  area  supplied  by  the  first  and  second 
divisions  of  the  fifth  nerve,  and  consequent  ulceration  of 
the  cornea.  The  lids  were  stitched  together,  and  the 
proptosis  and  (Xidema  were  thus  reduced.  On  opening  the 
lids  again,  however,  the  cornea  was  found  to  be  staphylo- 
matous.  There  was  a  typical  thrill  extending  over  a  large 
area  of  the  skull.  Radiographs  had  not  located  the  bullet, 
probably  because  it  was  deeply  embedded  in  the  base  of 
the  skull,  and  it  had  no  doubt  wounded  the  Gassenan 
ganglion  and  the  carotid  artery  in  the  cavernous  sinus. 

Mr.  Ernest  Clarke  said  he  showed  a  case  some  months 
ago  of  pulsating  aneurism,  and  he  was  still  watching  it. 
It  was  remaining  the  same  as  six  months  ago.  He  did 
not  at  present  propose  that  the  carotid  should  be  tied. 

Mr.  Brewerton  suggested  that  in  future  instead  of  tying 
the  common  carotid  it  would  be  better  to  tie  the  internal 
carotid.  The  communications  between  the  branches  of 
the  two  externals  were  so  free  that  after  tying  the  common 
carotid  the  blood  still  circulated  down  the  internal  and 
across  to  the  branches  of  the  external,  and  so  to  the  other 
side.  If  the  internal  were  tied  stasis  would  be  produced, 
and  there  would  be  much  more  chance  of  cure. 

Dr.  Eric  Pritchard  remarked,  in  amplification  of  his 
case,  that  the  patient  was  a  monthly  nurse,  and  fell  on  to 
the  back  of  her  head.  She  was  supposed  to  be  intoxicated, 
but  next  morning  she  had  all  the  typical  signs  of  cerebral 
irritation,  and  was  unconscious  for  twenty-one  days.  On 
coming  to,  she  was  found  to  have  lost  her  memory  for 
events  of  the  last  six  months,  and  there  was  ])aralysis  of 
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the  right  external  rectus.  At  that  time  there  was  no 
proptosis  nor  congestion  of  the  sclera.  He  began  to 
blister  her,  and  the  sclera  became  congested.  During  the 
next  fortnight  the  eye  became  proptosed,  and  the  angular 
vein  began  to  swell  and  pulsate.  There  Avas  a  s3^stolic 
murmur  all  the  way  round  on  that  side  of  the  head.  Mr. 
Silcock  saw  the  woman  at  Moorfields,  and  shortl}^  after- 
wards took  her  into  St.  Mary's  Hospital  and  tied  the  right 
common  carotid.  She  Avas  kept  in  bed  two  or  three  weeks, 
and  after  the  operation  there  was  no  pulsation  below  the 
eye  at  all,  and  the  murmur  was  not  heard.  But  the  first 
day  the  patient  got  up — three  weeks  after  the  operation — 
the  condition  seemed  to  recur,  and  had  since  continued  to 
do  so.  A  distinct  bruit  could  be  heard  all  the  way  round 
on  the  right  side  of  the  head  and  two  thirds  of  the  left 
side,  the  angular  vein  was  pulsating  again,  and  there  was 
more  congestion  of  the  sclera.  Could  anything  further 
be  done  ? 

Mr.  P.  Flemming  said  that  in  a  case  of  the  President's 
which  he  saw  the  common  carotid  was  ligatured,  but  after 
some  considerable  time  the  pulsation  returned.  In  a 
similar  case  at  University  College  Hospital  the  carotid 
was  ligatured,  but  without  effect. 

Mr.  Treacher  Collins  referred  to  a  case  he  had  pre- 
viously mentioned  to  the  Society  of  arterio-venous  aneurism 
of  the  orbit  which  came  under  his  care  some  years  after 
injury.  The  patient  had  shot  himself  below  the  ear,  and 
the  shot  was  found  in  a  skiagraph  to  have  lodged  beneath 
the  basilar  process  of  the  occipital  bone.  There  was 
prominence  of  the  eyeball  and  a  pulsating  swelling  over 
which  the  skin  was  thin.  The  bruit  was  so  loud  that  his 
wife  heard  it  at  night.  Compression  of  the  carotid,  kept 
up  for  several  hours,  was  tried,  but  with  no  permanent 
good  lesulting,  and  so  his  common  carotid  on  the  afflicted 
side  was  tied.  Some  months  afterwards  the  symptoms  liiid 
returned,  but  the  ])i-iiit  was  not  nearly  Jis  loud  as  bclmc 
and  the  |)i-oniinciic('  of  flic  eye  not  so  niai-kcd  as  jt  liad 
been  previous  to  tlic  opciation. 


AKTKKIO-VKNOIIS    ANKURYSM.  197 

Ml'.  Fi.siiKiv'  tlioiii^'lit,  tliat  vjii-iations  in  tlio  arraiij^enient 
of  the  circle;  of  Willis  iiiiolit  account  foi"  differences  of 
opinion  as  to  tlie  value  of  li<^aturiug  the  common  carotid. 

1'he  Pkksidknt  said  the  case  was  very  interesting 
because  there  was  facial  })aralysis,  which  probably  pcjinted 
to  fracture  of  the  ])etrous  portion  of  the  base.  But  there 
was  Home  facial  spasm  on  the  opposite  side  of  the  face. 

Mr.  SiLCOCK  said  that  in  the  case  referred  to  by  Dr. 
Pritchard  he  tied  the  common  cai'otid  on  the  right  side, 
and  there  was  a  gradual  subsidence  of  the  sym])tom. 
I'hough  the  noises  were  still  present,  she  was  much  less 
conscious  of  them  than  before,  and  they  did  not  interfere 
with  the  earning  of  her  livelihood.  He  did  not  suggest 
further  interference.  All  one  could  now  do  would  be  to 
tie  the  other  carotid,  but  he  would  not  resort  to  this 
except  as  an  extreme  measure. 

I'he  President  said  there  seemed  to  be  a  general  im- 
pression that  the  operation  had  been  usually  successful, 
but  to-night  two  unsuccessful  cases  had  been  related,  and 
he  could  recall  three  others  where  ligature  was  primarily 
successful  in  arresting  pulsation.  The  case  referred  to  by 
Mr.  Flemming  was  under  his  own  care  and  followed  a 
blow  or  a  fall.  Mr.  Arnold  Lawson  had  the  case  taken 
into  Middlesex  Hospital,  where  Mr.  Morris  ligatured  the 
common  carotid.  All  pulsation  ceased  for  a  time,  but  it 
gradually  recurred. 

Mr.  Ridley,  in  reply,  thought  Mr.  Taylor,  Mr.  Flemming, 
and  Mr.  Frost  were  to  be  congratulated  on  their  success- 
ful cases.  Where  recurrence  had  not  occurred  for  two 
years  he  thought  the  sac  had  become  filled  with  coagulum  ; 
but  in  his  own  case,  where  recurrence  had  taken  place 
after  apparent  cure,  the  collateral  circulation  had  been 
established  before  this  was  complete.  Regarding  ligature 
of  the  internal  carotid,  he  thought  the  collateral  circula- 
tion which  restored  the  flow  chiefly  took  place  by  means 
of  the  circle  of  Willis,  so  there  would  be  no  advantage  in 
that  operation,  and  it  would  be  much  more  difficult.  ^Phe 
only  further  operation  he  was  inclined  to  do  was  to  clear 
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out  tlie  whole  contents  of  the  orbit.      Still,  the  symptoms 
were  much  relieved,  and  the  patient  did  not  now  complain. 


3.    Tiro   raises  ^qf  jn-o'ptosis    associated    with   disease   of  the 

sphenoid. 

By  Waltek  H.  Jessop. 

These  two  cases  I  have  published  together,  as  the 
part  of  the  sphenoid  affected  is  nearly  the  same,  although 
in  Case  1  the  disease  was  syphilitic  necrosis  and  in  Case  2 
endothelioma.  The  symptoms  and  signs  have  much  in 
common,  the  severe  headache  and  neuralgia,  proptosis 
straight  forwards,  absence  of  diplopia,  retrobulbar  neuritis 
(going  on  in  Case  1  to  almost  complete  loss  of  vision) 
and  with  swelling  in  temporal  region. 

Case  1.  Syphilitic  caries  and  necrosis  of  great  wing  of 
sphenoid  ;  proptosis  ;  intense  headache  ;  chemosis  and 
ecchymosis  of  conjnnciiva  ;  swelling  in  temporal  region  ; 
ozoena  ;  removal  of  large  sequestrum  of  great  wing  of 
sphenoid  near  base  of  pterygoid  i^rocesses  ;  headaches 
nearly  cured,  proptosis  much  diminished. 

Arthur  H.  B — ,  machine-minder,  get.  37  years,  single, 
admitted  into  the  ophthalmic  ward,  St.  Bartholomew's 
Hospital,  on  February  3rd,  1902. 

The  history  was  that  twelve  months  ago  he  lirst  com- 
])lained  of  severe  pain  in  the  head,  not  especially  localised 
to  any  definite  region.  These  pains  have  persisted  with 
varying  degrees  of  severity  ever  since.  'Vvw  months  ago 
there  was  swelling  in  the  left  temporal  region  and  protrii- 
sion  of  the;  left  eye,  with  gradual  loss  of  vision  in  that 
eye.  Since  then  lu;  has  been  taking  large  doses  of  iodide 
of  jjotassium,  and   was  warded    in    Chining  (.ross  H()s])it{il 
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for  some  weeks.  He  discontinued  all  treatment  five 
weeks  ago.  He  was  better  whilst  under  treatment,  but 
the  eye  is  now  becoming  gradually  more  and  more 
prominent. 

Past  Jiistori/. — Twelve  years  ago  he  had  a  sore  on  the? 
penis,  but  never  noticed  a  rash  on  the  body.  Seven 
years  ago  he  began  to  suffer  from  muco-purulent  discharge 
from  both  nostrils,  which  has  persisted  ever  since.  Six 
years  ago  he  had  inflammation  with  great  pain  of  the  left 
eye — ?  iritis  ;   no  history  of  injury. 

Family  history. — (rood  ;  an  uncle  died  of  phthisis. 

Present  condition. — Patient  is  a  well-grown  and  well- 
nourished  man  ;  his  breath  is  very  offensive  ;  hair  scanty. 

Face. — On  the  left  side  of  the  nose,  along  the  upper 
margin  of  left  orbit  and  in  left  temporal  region,  the  bone 
is  thickened.  Just  above  the  outer  canthus,  over  zygoma 
and  anterior  part  of  temporal  fossa,  is  a  reddish  oval 
swelling,  about  two  inches  in  diameter ;  this  swelling  is 
soft,  elastic,  not  fluctuating,  not  pulsating,  and  thickening 
of  bone  can  be  distinctly  felt  under  it. 

Neck. — No  enlarged  glands. 

Mouth. — No  changes  in  palate;  part  of  alveolus  of 
upper  jaw  on  right  side  is  missing. 

Nose. — Muco-purulent  discharge  from  both  nostrils — 
seems  to  come  from  upper  part  ol:  nose  ;  mucous  membrane 
granular  ;   bleeds  very  easily. 

Chest  and  abdomen  natural. 

Limbs  natural.      No  nodes  or  signs  of  ulcers. 

Urine  1020,  acid,  no  albumen,  no  sugar. 

Gait  ataxic.  Knee-jerks  absent.  Romberg's  sign 
present. 

Right  eye. — V.  j^2  y  ^^^t  improved  b}'  glasses  ;  lids,  etc., 
normal ;  pupil  3  mm.,  reacts  feebly  to  light. 

Ophthalmosco'pe. — Fundus  normal. 

Left  eye. — Y.  counts  finger  at  tw^elve  inches.  Eyeball 
very  much  proptosed. 

Eyelids. — Slight  ptosis  ;  very  few  eyelashes  ;  slightly 
oodematous  ;  loAver  lid  marked  ectropion  ;  puncta  not  seen  ; 
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movements  of  eyeball  outwards  distinctly  limited ;  no 
diplopia. 

Conjunctivae. — The  lower  palpebral  is  much  congested, 
and  covered  by  slight  mucopurulent  discharge  ;  the  upper 
palpebral  is  normal;  cornea  clear;  anterior  chamber  normal; 
iris  normal  ;  pupil,  4  mm.,  does  not  react  to  light  or  accom- 
modation ;  complains  of  pain  on  throwing  light  into  eye. 
Tension  normal. 

Ojyhthalmoscoj)^. — Optic  disc  pale,  no  marked  signs  of 
atrophy  ;  arteries  perhaps  a  little  small  ;  edges  of  disc 
and  vessels  show  no  signs  of  old  papillitis. 

Treatment. — Iodide  of  potassium  quickly  increased  to 
15  grains  three  times  daily  with  ammonia;  soporifics; 
gargle  of  chlorate  of  potassium ;  bicarbonate  of  soda 
solution  for  syringing  nose. 

February  2nd. — Patient^s  condition  remains  much  the 
same ;  he  complains  of  much  pain  in  the  head,  and  of 
sleeplessness.  Swelling  over  temporal  region  is  larger 
and  feels  more  fluctuating.  An  enlarged  left  pre-auricular 
gland  can  be  felt. 

Left  eye. — The  lids  are  much  congested  and  oedematous; 
at  the  outer  canthus  is  a  circular  piece  of  skin,  about 
^  inch  in  diameter,  dark  brown  in  colour  and  apparently 
about  to  ulcerate.  Great  deal  of  muco-purulent  discharge 
from  conjunctiva  ;  no  sign  of  sinus  at  outer  canthus. 

27th. — Note  by  Mr.  Bowlby. 

Part  of  alveolus  of  upper  jaw  on  right  side  is  missing, 
apparently  from  necrosis  seven  years  ago. 

The  swelling  in  left  temporal  fossa  apparently  fluctu- 
ates and  probably  contains  pus. 

With  rhinoscope  some  swelling  of  the  mucous  membrane 
of  the  nostrils  is  seen,  but  nothing  abnormal.  Prol)ably 
there  is  necrosed  bone  in  connection  with  the  temporal 
swelling. 

M;ii(]i  1st. — The  chemosed  conjunctiva  at  outer  cautlius 
was  slit  u]),  but  no  pus  evacuated  and  no  sinus  found. 

:3i.J. — Distinctly  more;  swelh'ng  ovei-  the  temjiornl  rcLfion, 
and    more     appjirent    fluctuation.       Much     ])aiii    in    licjid  ; 
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more  proptosis,  Clicinosis  iiicreascd  ;  profuse  niuc<)- 
piiriileiit  discIiai-gH'  from  coiijinictivn.  Tliei'i;  Is  ;i  sinus  at 
outer  cantlius. 

Patient  iindur  gas.  An  incision  niadt;  tlirongli  skin  at 
outer  canthus  and  probe  introduced,  but  no  ])us  l(;t  out  ; 
y  bare  bone  at  outer  side  of  orbit  felt.  An  incision  into 
temporal  swelling,  but  no  pus  let  out,  though  bare  bone 
felt  beneath  tem])oral  fascia  ;  drainage-tubt;  inserted. 

11th.— As  swelling  over  the  teni])oral  bone  was  not  im- 
proved by  general  treatment,  under  chloroform  an  incision 
was  made  in  temporal  region,  and  the  structures  cut 
through  down  to  the  bone  ;  only  a  little  thin  serum 
escaped  ;  the  bone  was  found  extensively  necrosed. 

A  director  was  passed  through  the  old  wound  at  outer 
canthus  and  found  to  pass  backwards  easily  for  two  inches 
along  the  outer  wall  of  orbit;  no  pus  was  found,  but 
there  was  bare  bone.  There  was  no  communication 
between  the  orbital  and  temporal  mischief.  A  drainage- 
tube  was  left  in  each  wound. 

29th. — Still  complains  of  great  })ain  in  his  head. 
Swelling  in  temporal  region  smaller. 

W  hen  syringing  through  the  tube  at  outer  canthus  the 
Huid  comes  down  the  nose  accompanied  by  great  deal  of 
pus. 

April  6th. — Drainage-tube  discontinued  ;  but  on  syring- 
ing sinus,  the  fluid  passes  down  the  nostril,  and  he  says 
that  the  discharge  down  his  throat  at  night  makes  him 
feel  sick.  A  probe  passed  down  the  sinus  for  H  inches 
comes  upon  granulation  tissue  covering  bone. 

The  proptosis  is  not  so  marked. 

21st. — The  pain  in  head  is  so  great  that  he  only  sleeps 
about  two  hours  at  night.  For  this  sleeplessness  he  has 
had  phenacetin,  morphia,  nepenthe,  liquor  opii  sedativus, 
heroin,  but  all  with  little  or  no  effect. 

29th. — Ischio-rectal  abscess  opened. 

May  5th. — For  the  last  month  the  eye  condition  has 
been  much  the  same ;  a  varying  amount  of  discharge 
from  the  sinus  in  orbit  and  down  the  nostril. 
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There  is  constant  severe  headache  ;  the  proptosis  is 
perhaps  a  little  less,  but  still  very  marked  ;  there  is 
swelling  in  the  left  temporal  region  and  marked  ectropion. 

In  general  condition  he  is  going  down  hill  from  the 
pain,  sleeplessness  and  drain  of  the  discharge. 

There  is  no  sign  of  visceral  disease,  but  purulent 
discharge  from  both  nostrils.  The  temperature  through- 
out has  never  been  above  the  normal. 

OphtJialmoscope. — Left  eye  :  Appearances  the  same  ;  no 
signs  of  swelling  of  optic  disc  ;  counts  fingers. 

He  has  been  treated  with  mixture  of  perchloride  of 
mercury  and  iodide  of  potassium. 

Owing  to  the  extreme  pain  in  the  head,  which  the 
patient  described  as  too  great  to  bear  any  longer,  1  saw 
him  with  Mr.  Waring  and  discussed  the  question  of  some 
operation  to  endeavour  to  remove  any  necrosed  bone. 
He  was  transferred  to  Mr.  Waring's  care  in  Harley  Ward 
on  May  7th. 

May  12th,  1902. — Under  chloroform  Mr.  Waring  made 
a  semi-lunar  incision  rather  more  than  four  inches  long 
over  outer  half  of  left  supra-orbital  margin,  malar  bone 
and  zygoma ;  he  reflected  the  flap  up  and  down,  including 
pericranium  and  all  superficial  structures.  With  a  chisel 
he  cut  through  the  external  angular  process  of  the 
parietal  bone,  the  orbital  plate  of  the  malar,  and  the 
orbital  plate  of  great  wing  of  sphenoid.  The  outer  surface 
of  the  eyeball  was  exposed,  and  the  external  rectus 
muscle  ;  a  finger  was  introduced  into  a  cavit}^  apparently 
in  the  region  of  the  spheno-mjixillary  fissure.  On  explor- 
ing the  cavity  a  number  of  small  ])ieces  of  carious  bone 
were  removed,  ;ni(l  ;i  large  sequestrum  felt ;  this  was 
about  2  inches  x  1  inch,  and  had  to  be  cut  in  two,  and 
even  then  was  removed  with  great  difliculty.  The  walls 
of  the  cavity  were  scra])ed,  the  wound  jiartially  closed, 
the  cavity  plugged,  and  treated  with  foi-nialin. 

After  operation  ])atient  vomited  blood  from  back  of 
naHo-])liarynx. 

The    sequestrum    on    examnialion    apjx'ai-ed    lo    be    (lie 
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basal  portion  of  \\\v  [)terygoid  })rocess  of  s))li('ijoid  and  the 
outer  wall  of  tlie  splienoid  fissure.  Kxcept  for  tliis 
sequestruui  the  bones  were  healthy. 

14th. — Stitches  taken  out. 

30th. — f]xternal  wound  almost  healed — still  frontal  ])ain, 
still  discharge  from  nostrils.  Temperature  never  above 
normal. 

May  I'ith. — Wound  dressed.  Patient  can  breathe  and 
talk  through  wound ;  very  foul  and  dirty  pni-ulent  dis- 
charge.     Wound  syringed  and  ])lugged. 

20th. — Much  ini])rovement,  large  doses  of  iodide  of 
potassium. 

June  loth. — Steady  improvement. 

July  18th. — Wound  healed,  eye  practically  in  norni;il 
position.  Temperature  has  never  been  above  the  nonnal. 
He  looks  quite  a  different  man. 

July  16th,  1903. — Left  eye;  still  considerable  ectropion 
of  lower  lid  chiefly  due  to  thickening  and  oedema  of  con- 
junctiva and  chemosis.  Proptosis  very  slight  ;  headaches 
nearly  cured.      Left  pupil  dilated. 

Case  2."  Proj^tosls,  ttavcre  headache  and  iieitralgia,  irfro- 
hulhar  neuritis  ;  temporal  sicelling  ;  alteration  ;  endo- 
thelioma of  the  sphenoid;  promitosis  disappeared  and 
pain  mnch  better, 

Mrs.  P — ,  seen  first  by  me  in  May,  1899,  complaining 
of  severe  neuralgia,  chietly  over  brows,  and  eye-strain. 
Has  had  a  bad  attack  of  influenza;  has  been  wearing 
glasses  correcting  the  astigmatism,  but  not  constantly. 

R.  V.  =  -1%,  -  2  cyl.  f  ;    +  1  e  -  2  cyl.,  J.  1  at  30  cm. 

L.  y.  =  -1%,   -  2  cyl.  f  ;    +    I  e  -   2  cyl.,  J.  I  at  30  cm. 

Glasses  of  this  strength  were  ordered. 

Ophthalmoscope ,: — B.  E.      Optic  discs  and  fundi  normal. 

October,  1900. — I  saw  ])atient,  who  seemed  better,  but 
still  has  neuralgia  occasionally. 

September  19th,  1902. —Has  been  very  ill  all  last 
winter  in  Germany,  and    has    had    great   deal   of   trouble. 
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owiiio-  to  severe  illness  and  death  of  husband.  Six 
months  ago  found  that  she  could  not  see  so  well  with  left 
eye,  but  the  chief  trouble  is  left  supra-orbital  neuralgia. 
About  two  years  ago  the  left  eye  was  inflamed  for  a  few 
days,  and  once  since  then.  Vision  R.  =  -^-^  —  2  cyl.  ^. 
L.  —   .,4    —  z  o  C}1.  (.. 

Ophtlialmoscope. — Both  eyes,  optic  discs,  etc.,  normal, 
healthy. 

October  2nd. — Complains  that  left  eye  always  worries 
her,  and  that  colours  are  not  seen  so  bright  as  with  right 
eye  ;  no  special  pain  on  extreme  movements  of  eye  or  on 
pressing  eye  backwards.  Vision  same ;  optic  disc  ex- 
amined but  nothino-  abnormal  found  ;  field  for  white 
normal ;  no  central  scotoma  for  red. 

February   6tli,    1903.— V.  L.  -   2-5  cyl.  f,  but  slowly. 

Oplithalmo^coije. — Optic  discs  normal.  Fields  taken  for 
white  and  red  were  normal  at  periphery,  with  very  small 
red  square  a  small  scotoma  was  found  at  fixation  point,  and 
patient  says  red  looks  paler  than  3'ellow  there.  This  gave 
diagnosis  of  retro-bulbar  neuritis.  She  Avas  ordered 
inunctions  of  mercurial  ointment  at  night  over  the  brow 
and  treated  with  iodide  of  potassium. 

10th. — Complains  that  everything  is  seen  in  a  grey 
fog,  and  that  the  lower  part  of  vision  is  not  so  good  as 
upper,  and  also  of  pain  in  neck.  There  is  a  feeling  of 
stiffness  in  the  eye,  but  no  pain  on  movements  of  eyeball. 
She  says  that  all  the  leftside  feels  affected,  including  the  ear. 
Still  left  supra-orbital  neuralgia.  V.  L.  —  2*5  cyl.  f ,  not 
im])roved  ;  she  always  dodges  the  letters  to  see  them  better. 

Ophthalmoscojjp. — Under  homatropine  and  cocaine. 
Left  eye:  the  optic  disc,  yellow  spot,  and  fundus  normal. 
I  noted  that  the  eye  looked  very  prominent  after  the 
cocaine,  before,  there  was  no  sign  of  proptosis.  Fields 
taken  for  white  and  red  were  normal  at  periphery  ;  at 
centre  a  small  scotoma  for  red. 

2'3r(l. — Complains  that  the  eyes  tire  mucli  more  on 
reading,  and  that  she  only  uses  the  right  eye.  Left  eye 
feels  more  tired  than  tlu;  right,  and  there  is  moi-e  pain  on 
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looking  outwards  witli  Iclt  eye.  V.  ]j.  —  2'^)  v\\.  [|, 
better  than  last  time.      Optic  disc  normal. 

March  12th. — Patient  is  very  miserable  alxjiit  (lie 
ocular  trouble,  though  the  \'ision  is  the  same  ;  she  says 
that  objects  look  much  smaller  with  left  eye.  She  has 
for  some  time  complained  of  several  indefinite  ailments. 
General  health  much  improved  since  a  rest  cure  last 
summer.  Nothing  wrong  with  the  ])elvic  organs  ;  has  seen 
Dr.  Griffith,  who  says  the  only  trouble  is  long-standing 
constipation  from  colitis,  she  is  now  much  better  from  that. 
Urine  normal. 

June  16th,  1903. — Still  complains  of  pains  about  head 
and  back  of  neck,  and  of  a  dull  feeling  on  left  side  of 
head  and  face  as  if  palsied.  Feels  some  tenderness  on 
pressure  in  temporal  region  ;  eyes  tire  very  much  on  trying 
to  read.  V.  L.  .fg  —  2-5  Cyl.  f .  Ophth.,  optic  discs, 
etc.,  normal.  Field  of  vision  taken  for  white  is  normal, 
except  that  the  white  has  a  3'ellow  tinge  below  within 
the  20  area  ;  for  red  there  is  loss  below  of  a  sector  u])  to 
fixation  point  between  100  temporal  to  130  nasal  ;  central 
scotoma  for  red  found. 

Left  eye. — Marked  proptosis  of  eye,  direction  straight 
forwards.  No  limitation  in  movements  of  eyeballs  in  any 
direction.  No  diplopia  in  any  direction.  Some  slight 
pain  on  looking  far  outwards.  There  is  slight  puffiness 
in  left  temporal  region,  and  on  pressure  above  zygoma 
there  is  a  doubtful  resistance  to  be  felt. 

November  23rd. — Pro})tosis  the  same,  left  sujira-orbital 
neuralgia.  She  saw  Dr.  Ferrier,  but  no  definite  lesion 
diagnosed  to  account  for  symptoms. 

July  11th. — The  eye  certainly  is  not  more  })roiiiiiuMit, 
I  think  less  so  than  at  last  visit.  No  impairment  of 
ocular  movements.  In  temporal  region  above  zygoma 
the  swollen  appearance  is  more  marked  and  there  is 
distinct  feeling  of  resistance.  This  appearance  makes 
the  left  side  of  face  look  much  broader.  V.  L.  3-,.  —  2'.") 
cyl.   j^2j  ^^^^  ^^  ^^®  *^i^  s^^®  moves  hvv  \\v<\d  about. 

O'plithalmosco'pe.  —  0])tic     disc     normal  ;     yellow     spot 
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normal  ;  pupils  normal.  Fields  taken.  White  field  in 
periphery  shows  some  curtailment  in  lower  nasal  quadrant  : 
within  the  area  of  the  20  circle,  white  is  seen  yellowish. 
Red  field,  nearly  all  the  lower  part  lost. 

Under  chloroform  Sir  Victor  Horsley  exposed  the 
temporal  region,  and  did  a  modified  Kronlein^s  operation. 
After  deflecting  the  temporal  muscle  he  found  a  swelling 
about  as  big  as  half  a  walnut  occupying  the  external 
surface  of  the  orbital  plate  of  the  great  wing  of  the 
sphenoid  in  the  temporal  fossa;  the  wall  of  the  orbit 
was  bulged  inwards,  but  the  orbital  surface  was  smooth 
and  not  denuded  of  periosteum.  The  growth  and  bone 
were  chiselled  away  and  the  external  wall  of  orbit  re- 
placed. The  growth,  consisting  of  spongy  vascular  bone, 
looked  like  leontiasis,  but  on  subsequent  microscopical 
examination  turned  out  to  be  endothelioma. 

Reniarlib'. — In  the  last  volume  (xxiii,  p.  164)  of  our 
Transactions  I  recorded  a  case  of  proptosis  associated  with 
acute  necrosis  of  the  body  of  the  sphenoid.  Caries  and 
necrosis  of  the  body  of  the  sphenoid  with  eye  symptoms 
have  been  described  by  many  authors,  and  are  generally 
due  to  syphilis,  but  sometimes  to  tubercle,  trauma,  or 
tumours  in  the  neighbourhood. 

These  two  cases  are  rare,  as  they  both  affected  the 
crreat  wing  of  the  sphenoid,  and  the  changes  were  outside 
and  not  in  the  interior  of  the  orbit.  Most  cases  of 
necrosis  and  caries  of  the  sphenoid  are  in  connection 
with  the  body,  and  involve  the  sphenoidal  sinus ;  the 
outer  wall  of  the  orbit  is  rarely  the  seat  of  a  new  growth. 

Case  1  was  in  a  very  serious  condition  from  mental 
depression  through  the  severe  headaches,  etc.,  before  the 
o])eration,  and  the  operation  was  done  as  a  last  resort,  the 
patient  gladly  agreeing  to  take  any  risks.  The  seques- 
trum removed  was  composed  of  the  base  of  the  pterygoid 
process  of  the  sphenoid  and  the  ])orti()n  of  the  great  wing 
near  the  pterygoid  ridge  extending  into  the  spheno- 
maxillary fossa. 

Xotliiiig   abnormal    was   found    in    the   orbit,   and    the 
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proptosis    must    luivu    1)l'l*ii    due    to    (lidemji    or    pressure 
spreading  from  the  s])li(Mioi(lal  caries. 

Case  2  was  under  observation  l)ef(n'e  the  commence- 
ment of  the  ocular  symptoms,  and  was  seen  off  and  on 
during  their  development ;  the  headache  and  neuralgiji 
always  associated  with  sphencjid  mischief  was  present  from 
the  commencement ;  retro-bull)ar  neuritis  gradually  super- 
vened, with  proptosis  and  temporal  swelling. 

The  symptoms  pointed  to  a  tumour  behind  the  eyeball, 
but  nothing  was  found  in  the  orbit. 

The  growth  on  exposure  looked  like  leontiasis,  and  it 
was  only  after  microscopical  sections  had  been  examined 
that  it  proved  to  be  endothelioma. 

On  looking  uj)  tlie  subject  I  can  only  find  two  cases  like 
these.  The  first  is  one  described  by  Post  in  Lancet^  1882, 
p.  734,  "Fracture  of  the  Greater  Wing  of  the  left  Splienoid 
in  a  Man."  There  was  swelling  in  left  temporal  region, 
exophthalmos  of  the  left  eye,  loss  of  vision  in  it,  redness  of 
conjunctiva  and  constant  headache  on  the  injured  side, 
rendering  the  mental  faculties  heavy. 

There  had  been  pus  in  the  temporal  fossa,  and  a  piece 
of  the  great  wing  of  sphenoid  was  removed  as  big  as  half 
a  sovereign. 

'Hie  swelling  in  temporal  region  subsided  gradually,  as 
did  the  exophthalmos  and  the  severe  pains  in  the  head. 

The  second  case  is  described  by  W.  F.  Smith  in  Archie 
f.  Augenheilk.,  vol.  xx,  p.  123,  "  Case  of  Hyperostosis  of 
the  Right  Great  Wing  of  Sphenoid."  Proptosis  straight 
forwards ;  .swelling  in  temporal  region  ;  atrophy  (not  posf- 
p;i])illitic)  of  right  optic  nerve. 

The  tumour  was  removed  by  operation,  and  diagnosed 
as  thickening  or  hypertrophy  of  bone  {leontia.'^'i.s  osse'a). 
The  tumour  was  2  in.   x   2  in.  and  ^  in.  deep. 

There  are  several  special  ]ioints  of  interest  in  these  cases  : 

The  proptO'^is,  which  was  straight  forwards,  and  the 
causation  of  which  is  more  than  suggested  in  Case  2, 
where  from  the  affection  of  the  outer  wall  of  the  orbit  the 
orbital  wall  was  pressed  inwards. 
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The  optic  neuritis  was  in  both  cases  of  the  retro-bulbar 
variety,  evidently  from  pressure  on  the  nerve  behind. 

The  extreme  headache  and  neuralgia  is,  as  a  rule, 
present  in  all  sphenoidal  inflammations  or  new  growths. 

The  temporal  swelling  with  proptosis  I  have  generally 
associated  with  malignant  disease  involving  the  orbit  and 
temporal  fossa,  but  Case  1  and  Post's  case  show  that  it 
can  occur  with  disease  of  the  sphenoid,  and  Case  2  with 
disease  of  the  sphenoid  in  the  temporal  fossa. 

The  field  of  vision  in  Case  2  was  that  associated  with 
retro-bulbar  neuritis,  the  centre  failing  first.  I  should 
like  to  ask  on  this  point  if  Berger's  statement  is  always 
true,  that  in  tumour  of  the  sphenoidal  sinus  the  field  of 
vision  is  gradually  concentrically  contracted,  the  central 
part  lasting  longest. 

Lastly,  I  would  emphasise  the  great  good  done  by 
operative  procedure.  Case  1  looked  to  all  intents  and 
purposes  hopeless,  but  the  removal  of  the  necrosis  by  a 
formidable  and  dangerous  operation  was  followed  by 
giving  the  patient  really  a  new  start  in  life,  which  had 
been  rendered  unbearable  by  pain  and  sleeplessness. 

Case  2  has  lost  the  severe  neuralgia  and  seems  nmch 
better  in  general  health. 

In  conclusion  I  wish  to  thank  Sir  A^ictor  Horsley  and 
Mr.  Waring  for  the  use  of  their  notes. 

The  Chairman  (Mr.  Charles  Higgens)  said  he  thought 
all  cases  of  proptosis  were  interesting,  and  his  difficulty 
had  always  been  in  diagnosing  their  cause.  There  were 
certain  cases  in  which  one  could  feel  distinctly  a  swelling 
])ressing  forward  in  some  position,  and  it  could  be  easily 
ascertained  what  the  conditi(m  was  ;  but  there  were  other 
cases  wliicli  were  difficult.  His  own  plan  was  to  treat 
tlieni  medically  first  for  a  certain  time,  and  if  there  was 
no  iiiipi-ovement  oi-  they  got  worse  to  look  mid  sec  wlint 
the  cause  of  tlic  pr(»])t()sis  was,  and  if  possible  remove  it. 
Mr.  Jesso])'s  first  case  was  evidently  tli;it  of  ;i  iimii  who 
was  snatrlicd  fi-om  tlic   jaws  of  dcjitli  by  a  most   fonnidnble 
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operation.  lie  was  only  sorry  that  Air.  Jessop  did  n(jl 
do  the  operation  himself,  instead  of  calling  in  a  general 
surgeon.  He  asked  whether  the  second  patient  was  still 
alive.  If  so,  the  result  as  regards  recurrence  remained 
to  be  seen. 


4.   Cavernous  angioma  of  orhit. 
By  A.  L.  Whitehead. 

The  tumour  occurred  in  a  man  aet.  51  years  ;  its  growth 
was  slow  and  painless,  extending  over  a  period  of  ten 
years.  Proptosis  before  removal  was  extreme,  and  the 
cornea  ulcerated  from  exposure.      V.  =  ^^. 

The  outer  canthus  and  external  rectus  w^ere  divided, 
and  the  tumour,  which  extended  to  the  apex  of  the  orbit, 
shelled  out  from  a  distinct  capsule,  the  external  rectus 
being  then  reunited.  There  is  now  complete  range  of 
movement  of  the  eyeball,  and  Y.  =  Jj. 

The  growth  measures  5*4  cm.  antero-posteriorly,  and 
3'7  cm.  in  its  greatest  diameter.  It  consists  of  lobes 
enclosed  in  a  fibrous  capsule,  each  lobe  composed  of  a 
network  of  connective  tissue  enclosing  alveolar  spaces 
filled  with  blood  and  lined  with  endothelial  cells. 

{May  oth,  1904.) 


5.   Case   of  acute  in-imary  abscess  of  Tenon's  capsule,  wifJt 
'perforation  into  the  eyeball. 

By  Adolph  Bronnek  (Bradford). 

A  YOUTH,   a)t.  21   years,   complained  of  sudden   pain  in 
left  eye  after  dinner  on  March  8th.      Next  morning  the  eye 
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was  prominent  and  lids  were  swollen.  Pain  and  swelling 
increased  daily.  Vision  was  good  to  March  lltli,  when 
it  suddenly  became  worse. 

March  15th. — Well-marked  proptosis ;  lids  swollen  and 
red.  No  movements.  Cornea  slightly  hazy.  Grey 
reflex.  An  incision  was  made  below  eyeball,  and  1  dr. 
of  non-offensive  pus  escaped.      Less  swelling  and  pain. 

17th. — Eyeball  removed.  Tenon's  capsule  adherent  to 
eyeball,  especially  in  posterior  part.  On  removal,  a  mass 
of  hard  tissue  was  found  on  the  posterior  part  of  the  sclera 
(connecting  Tenon's  capsule  and  eyeball),  in  the  centre 
of  which  there  was  an  opening  into  the  eyeball. 

The  sudden  onset  of  pain  and  swelling,  and  the  fact 
that  for  three  days  the  vision  was  not  much  impaired, 
seem  to  point  clinically  to  a  p?'ima?'2/  abscess  of  Tenon's 
caj).sule.  No  history  of  blow.  Discharge  from  right  ear 
all  his  life,  which  stopped  suddenly  seven  weeks  ago. 

April  19th. — Furunculosis  of  left  external  auditory 
meatus. 

Most  cases  of  abscess  of  Tenon's  capsule  are  due  to 
])anophthalmitis.  This  case,  however,  is  evidently  one  of 
primary  abscess  of  Tenon's  capsule  Avhich  burst  into  the 
eyeball  and  caused  panophthalmitis.      {May  oth,  1904.) 
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IX.  TUMOUKS. 

1.  A  sicellimj  of  umi-siud  si/j',  prohahhj  hiflamiaatorij,  in 

the  ciliary  veylon. 

By  S.  Johnson  Taylok. 

Patient  R.  F.  B — ,  aet.  26  years.  First  seen  April 
17th,  1908. 

Hi-stori/. — Wliou  a  child  was  taken  to  some  hospital  for 
an  affection  of  left  eye.  When  ci?t.  16 — 17  years  he 
believes  hoth  eyes  were  affected  in  some  way,  but  only  for 
about  one  month.  No  history  of  gout;  a  paternal  aunt 
had  acute  rheumatism.  Patient  has  never  had  gonorrhoea 
or  syphilis,  but  lately  has  had  some  aching  in  the  right 
shoulder. 

Present  attacl-  (commenced  quite  two  years  before  I  first 
saw  him  with  a  "  very  bloodshot  eye,"  with  swelling 
gradually  following,  it  has  been  painful  at  times,  some- 
times very  painful. 

Condition  when  first  seen. — Some  ptosis  on  left  side. 
Ps.  :  ^r.  and  A.C.n.  in  each.  Situated  in  the  u])pei'  and 
outer  ])art  of  the  left  ciliary  region  is  a  broad  rim  of 
swelling,  firm  in  consistence,  adherent  to  the  globe,  ])ink 
in  colour,  beginning  rather  abrn])tly  u])wards  and  inwards, 
about  half  an  inch  in  breadth,  and  ending  still  more 
abruptly  in  a  very  decided  bossy  edge  downwards  and 
outwards  about  the  level  of  the  lower  corneal  margin. 
Superiorly  or  posteriorly  it  is  bounded  by  a  fairly  shar]) 
ridge.  Several  large  vessels  pass  over  it,  but  its  coloui-  is 
mainly  due  to  very  tine  vessels  closely  set. 
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OpJttliahiioscopical  exam'inatlun. — K.ii.  L.  :  fine  opacities 
in  anterior  part  of  vitreous,  rendering  fundus  a  little  hazy. 
Retinal  veins  somewhat  distended.  Covering  the  lower 
part  of  the  O.D.,  and  passing  thence  over  the  vessels  foi' 
a  short  distance  is  a  thin,  somewhat  quadrilateral  layer  of 
gauzy  tissue,  probably  congenital. 

R.  Y.  I  (partly),  1  J. 

L.  Y.  I  (partly),  1  J. 

Treatment. — Patient  had  been  on  Sod.  Salicyl.  gr.  x, 
with  boric  acid  lotion  and  Ung.  Flav.  gr.  j,  ad  5J  night 
and  morning.  I  put  him  on  Pot.  lod.  with  Sod.  Salicyl. 
and  Sp.  Amnion.  Co.,  and  advised  him  to  apply  massage 
night  and  morning  through  the  upper  lid  for  one  to 
three  minutes,  after  first  instilling  a  drop  or  two  of  01. 
Morrhu^t?. 

Progress. — April  29th,  1903. — ?  is  swelling  slightly 
smaller.  Repeat  massage.  Dose  of  K.I.  increased  from 
grs.  iij  ad  grs.  v  t.  d. 

October  15th. — Patient  considers  there  has  been  a 
decided  improvement,  and  says  the  swelling  went  down 
considerably,  but  it  has  been  very  painful  at  times,  espe- 
cially at  night,  and  more  so  the  last  three  days.  The 
pain  and  inconvenience  vary  with  the  weather,  worse  in 
damp  weather. 

Examination. — R.  :  some  slight  episcleritis  outwards. 
L.  :  much  the  same  as  on  first  examination,  but  vitreous 
o})acities  more  ]nY)nounced,  and  there  is  onc^  larger  one 
freely  floating. 

R.'^Y.  I   (partly). 

L.  Y.  -i^2   (partly). 

Treatment. — Omit  massage  so  long  as  ])aiii  continues. 
Repeat  mistura. 

^    Adrenalin  Chloiid.  solution,  5j ; 

Dionini,  f^r.  x  ; 

Aq.  d<'.st.  ad  3iv. 
Ft.  j^utt.     To  he  used  when  painful  and  repeated  every  hour 
until  relieved. 

Since    last    note    p;ilicnl,    wlio   lives    in    L(>n(l(»n,    pnsscd 
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into    i\Ir.  Liin<^*'s  awe,  wlio   kindly  <4";iv('   me   ])(,'rniissi<)n    to 
show  liini  to-ni<^'lit. 

.Jjinnary  28tli,  1904.— 11.  V.  f. 

KxteriiJil  condition  ratluM'  more  niarkt'd.  ()))li.  :  left 
fundus  more  luiJ^y,  owing-  to  state  of  vitreous.  One  small 
j)(;riplieral  lens  opacity  upwards. 

?  Would  a  localised  peritomy  or  cutting-  tlirou<^li  the 
superficial  layers  of  the  swelling  with  the  galvano-cautery 
do  any  good. 

{Card  .specimen.      January  28t}i,  1904.) 

Mr.  Tayi.uk  said  he  desired  to  thank  Mr.  Lang  for 
allowing  him  to  show  the  case,  which  was  now  under  his 
care  at  Moorfields.  The  main  point  of  interest  was  from 
the  diagnostic  and  treatment  point  of  view.  It  had  been 
suggested  that  a  small  ])iece  of  the  swelling  should  he 
removed,  but  Mr.  Nettleship  and  Mr.  Silcock  were  inclined 
to  think  that  it  might  turn  out  to  be  sy])hilitic.  But 
there  was  no  history  of  syphilis ;  still,  it  was  suggested 
that  a  thorough  and  efficient  mercurial  treatment  should 
be  tried. 

Mr.  Adams  Fkost  said  that  some  few  years  ago  Mr. 
Donald  (xunn  showed  a  series  of  cases,  one  of  which  was 
under  his  own  care,  somewhat  snnilar  to  the  one  now 
brought  forward  by  Mr.  Johnson  Taylor,  though  the 
swelling  was  softer  than  in  the  present  ])atient.  He 
believed  that  that  series  of  cases  were  syphilitic,  and  sub- 
sided after  the  administration  of  antisyphilitic  remedies. 


2.   Epihiilhar  iniiiowr 
By  W.  H.  Jkssot. 


Agnes  C — ,  a^t.  62  years.      Inflammation  of  right  eye  five 
years  ago.      (rrowth  began  as  a  small  white  nodule  above 
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and  close  to  limbus  four  3'ears  ago.  Four  months  ago  a 
large  mass  came  down  from  under  up])er  lid  and  obscured 
the  sight. 

Prettent  condition. — General  health  good.  Suffers  no 
pain.  The  whole  width  of  the  palpebral  fissure  is  occupied 
by  a  growth  the  upper  limit  of  which  is  bounded  by  the 
fornix ;  bek)w  the  growth  reaches  to  the  k)Aver  and  outer 
part  of  the  cornea,  where  it  is  firmly  adherent.  'Jlie 
central  portion  of  the  tumour  hangs  loosely  over  the 
cornea.  The  growth  is  everywhere  quite  smooth,  and 
shows  no  ulceration.  It  is  more  or  less  generally  pig- 
mented, and  at  its  lower  and  outer  limit  this  pigment 
extends  into  the  apparently  normal  bulbar  conjunctiva. 
The  upper  palpebral  conjunctiA'a  shows  a  granular  con- 
dition. 

A\  ith  a  dilated  pupil  the  fundus  can  be  made  out  in- 
distinctly and  appears  to  be  normal.  R.  Y.  fingers. 
L.  Y.  -j^g-  cl.  (commencing  lenticular  opacity).  No  enlarged 
glands  can  be  felt. 

(Card  specimen.      Fehruary  11th,  1904.) 


3.   Ejyitlielioma  of  conjunctiva. 
hy  Alexander  Ogilvy  and  Sydney  Stephenson. 

The  patient  was  first  seen  December  18th,  1902,  when 
he  com])lained  of  what  appeared  to  be  an  ordinary  ptery- 
gium at  the  inner  side  of  tlie  left  cornea.  '^Phis  had 
existed  for  two  or  three  months,  l^itient  sought  advice 
l)ecause  tlie  pterygium  was  inflamed,  and  his  friends 
tliought  it  encroaching  on  the  cornea. 

On  Janiiai-y  oOtli,  19())),  tlic  growth  wns  dissected  back 
fi'oni  tlic  coi-iic;!  I(';i\ing  a  s])ace  of  S  nnii.  of  the  sclerotic 
ex])Osed.  ^I'his  Jiealed  up  In  tlic  iisikiI  way,  but  out  of  tlie 
cicatrix  thei-c  a])])eai'('(l  a  siimll  wliilc  mass,  si/c  of  ])in's 
liead,  and  white  in  coh)ur;    tliis  mass  was  sni])p('d  oil  \\ith 
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scissors  on  Miircli  7tli^  19()-).  Tlu  white  tissue  iilinost 
iniiiie(linte]y  reappeared^  and  orew  rapidly  till  it  was 
4  nnii.  X  2  nnn.  in  llie  vertical  and  lioi-i/.ontal  dianietei- 
and  about  2  nnn.  in  thickness. 

This  (growth  was  removed  on  A])ril  12tli,  1003,  and 
from  it  microsco])ic  sections  were  made  which  pointed  to 
its  being  an  epithelioma.  'J'he  tumour  I'eappeared  in  a 
week,  and  grew  till  it  was  15  mm.  x  12  mm.  x  3  mm. 
thick.  The  case  was  then  shown  at  the  Ophthalmological 
Society  at  the  June  meeting.  There  was  an  almost 
unanimous  opinion  that  the  growth  was  epitheliomatous 
and  that  the  eye  should  be  enucleated. 

The  patient  having  returned  to  the  Bristol  Royal 
Infirmary  the  growth  was  very  thoroughly  removed  (June 
19th,  1904),  the  base  of  the  tumour,  which  was  small, 
scraped  well  with  a  Volkmann^s  spoon,  and  then  cauterised 
to  make  sure  of  its  thorouo-h  removal.  Notwithstandiny;- 
this  the  tumour  again  reappeared  in  a  week  and  grew 
rapidly,  and  on  July  21st  the  eye  was  enucleated,  and  may 
now  be  seen  as  a  jelly  specimen,  kindly  prepared  by  Mr. 
Sydney  Stephenson,  with  microscopic  specimens. 

Two  microscopic  slides  may  also  be  seen  prepared  from 
the  tumour  removed  on  June  19tli  and  prepared  by  Mr. 
J.  H.  Parsons. , 

It  may  be  noticed  that  the  whole  transaction  was  only 
six  months,  and  (from  the  microscopic  sections)  that  in  no 
case  has  it  invaded  the  cornea,  or  indeed  the  sclerotic  to 
any  extent. 

The  vision  of  the  eye  u])  to  enucleation  was  ^  and  e 
+  2'5  1).  =  J.  ;  there  was  no  inflammation  of  the  iris  or 
adjacent  parts,  and  no  enlarged  or  tender  glands  to  be 
felt  anywhere. 

The  treatment  consisted  of  X-ray  applications,  which 
had  no  effect  whatever.  Large  doses  of  arsenic  were  also 
given  internally,  as  at  first  it  was  suspected  that  the 
tumour  was  a  papilloma. 

Patient  was  seen  recently  when  the  socket  looked 
healthy  ;   no  sign  of  any  recurrence. 


216  TUMOURS. 

Pathological  reiiort  hy  Mr.  Sj/dncy  Stephenson. 

The  eyeball  was  hardened  in  formol  (10  per  cent.), 
frozen,  and  divided  by  a  horizontal  incision  into  an  upper 
and  a  lower  half.  One  half  of  the  eyeball  was  mounted 
as  a  jelly  specimen,  and  the  other  embedded  in  celloidin 
for  the  microscope. 

Microscopically  a  tumour  was  found  to  be  growing 
from  the  limbus  and  its  neighbourhood.  It  had  not 
invaded  the  cornea,  or  for  that  matter  even  the  sclera 
over  which  it  lay.  The  tumour  mass  was  made  up  of 
simple  and  compound  cylinders  of  large,  nucleated, 
epithelial  cells,  separated  by  spaces  containing  blood- 
vessels and  connective  tissue.  Numerous  "  cell-nests " 
were  present.  In  general  arrangement  the  growth  was 
crenated.  It  was  surrounded  by  a  small-celled  infiltration, 
the  so-called  "  cancerous  stroma,"  and  by  many  dilated 
blood-vessels.  It  was,  in  fact,  a  tolerably  typical  example 
of  a  flat-celled  ejnthelial  carcinoma,  originating  from  the 
parts  about  the  limbus.  It  may  be  noted,  finally,  that  its 
characters  agreed  with  specimens  removed  in  June,  1903, 
from  the  surface  of  the  eyeball. 

{February  Uth,  1904.) 


4.  Dermo-lij)oma  of  the  conjunctiva. 

By  L.  Weknek,  M.B.  (Dublin). 

Makgaket  D — ,  aet.  16  years,  consulted  me  in  February 
last  on  account  of  an  irritation  in  the  left  eye  due  to  the 
presence  of  some  hairs,  which  had  made  their  appearance 
at  the  outer  corner  of  the  eye  six  months  previously. 
Until  then  it  liad  never  given  her  any  trouble.  Tlie  liairs 
were  removed,  but  they  grew  again,  and  in  January  she 
discovered  that  they  sprang  from  a  small  liiiii])  imdei'iieaili 
the  eyelids. 


Fio.  49. 


Showing  the  long  hairs  on  the  surface  of  th^'  tumour, 


Fio.  50. 


Section  of  tumour  showing: 
Epithelium. 

Fibrous  tissu(>  with  hair  follicle. 
Fat  bonoath  tlie  til^rous  tissue. 
X  17. 
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On  examination  the  eye  appeared  to  be  normal  and 
quite  free  from  cong-estion.  A  few  large  hairs  issued 
from  beneath  the  lids  at  the  outer  canthus,  and  passed 
inwards  and  downwards  over  the  ciliar}'  margin  of  the 
lower  lid.  Two  of  them  measured  25  mm.  in  length. 
Nothing  in  the  appearance  of  the  lids  suggested  the 
presence  of  the  tumour,  which  was  only  rendered  visible 
by  drawing  them  apart  while  the  patient  looked  well 
inwards  (Fig.  49).  It  was  pale  yellow  in  colour  and  rather 
flat.  The  inner  margin  of  the  tumour  was  rounded,  well 
defined,  slightly  concave,  and  almost  vertical,  but  its 
limits  in  other  directions  Avere  concealed  from  view.  The 
conjunctiva  covering  it  was  smooth,  and  freely  movable 
except  at  one  point,  namely,  where  the  hairs  were  inserted. 
Here  there  was  a  small  white  depressed  spot  which  was 
adherent  to  the  growth.  The  patient  suffered  no  pain 
apart  from  the  irritation  caused  by  the  hairs. 

The  tumour  was  removed  together  with  the  small  portion 
of  adherent  conjunctiva.  It  was  soft  and  yellow,  and 
apparently  consisted  of  fat.  It  had  no  definite  boundary 
posteriorly,  but  was  continued  into  the  orbital  tissues. 

Microscopically  it  is  composed  of  a  superficial  fibrous 
portion  covered  by  modified  epithelium,  and  a  deeper 
layer  of  pure  fat  (Fig.  50).  The  epithelium  is  thicker  than 
normal,  and  is  scaly  in  the  neighbourhood  of  the  hairs. 
Many  mucoid  cells  are  visible  in  places.  The  fibrous 
tissue,  which  is  rather  dense  beneath  the  epithelium, 
assumes  an  areolar  structure  deeper  down,  where  it  is 
formed  of  fairly  coarse  bundles  resembling  subcutaneous 
tissue,  and  contains  a  few  well-developed  hair  follicles 
with  sebaceous  glands.  A  siiinll  nerve  bundle  is  visible 
in  the  fatty  ])()rti()n  of  the  growth. 

'^riie  tumour,  therefore,  is  a  dermo-lipoma,  intermediate 
in  character  between  the  sclero-corneal  dei-moid  and  the 
purely  fatty  growtli  which  is  met  with  uii(1(m-  the  con- 
junctiva. Some  authoi's  believe  thnt  the  subconjunctival 
]ip<»iiiji,  if  e.\;iiiiiiie(l  with  siillicieiit  <';ii-e,  will  Jilways  be 
found  to  e<)iit;iiii   tfjiees    of    (h-i'iiiiil   tissue.       ^I'his  is  true  in 
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the  ;4Teat  innjorily  of"  cjiscs,  hut  ii  li;is  Ixcii  proNctl^  in 
two  at  least,  by  careful  serial  st'ctioiis  that  tliev  consisted 
exclusively  of  fat.  Acccjrdiiiu'  to  Ija^^iiniLfc  "^  the  (Icriiio- 
liponia  can  be  distinguished  fi-oni  the  true  lipoma  by  tlie 
fact  that  the  conjunctiva  is  adherent  to  the  tunioui-  in  the 
former,  but  is  freely  movable  over  tlie  lattei-. 

Tlie  position  of  the  tumour  in  my  case,  as  well  as  the 
presence  of  the  large  hairs,  are  unusufd.  Lagrange, 
indeed,  states  that  hairs  visible  to  the  naked  eye  are 
rarely  seen  in  dernio-lipomata.  Another  interesting  point 
is  that  the  hairs  only  made  their  ap])earance  between 
fifteen  and  sixteen  years  of  age,  tliat  is  to  say  about 
puberty,  and  thus  attracted  attention  to  the  tumour, 
wliich  had  previously  passed  unnoticed.  These  growths 
are,  moreover,  most  frequently  met  with  in  fenudes. 

[Card  specimen.      June  dtJi,  1904.) 


5.  Melanotic  epihullnir    sarconid  ;     oinclffifion  ;    no  recur- 
rence i)i  S'Lv  ijeari<. 

By  L.  Weknki?,  M.B.  (Dublin). 

Bridget  M — ,  an  a])i)arently  licalthy  woman,  ict.  o") 
years,  belonging  to  the  farming  class,  was  admitted  to  the 
ophthalmic  ward  of  the"  Mater  "  Hospital,  under  my  care, 
in  January,  1898.  Two  years  before  Ium-  admission  she 
noticed  a  small  brown  spot  on  the  whiti^  jinrt  of  the  right 
eye  at  the  outer  side  of  the  cornea.  It  increased  ;i  little 
in  size,  and  was  removed  a  year  later,  but  soon  recurred, 
and  developed  ra])idly  into  a  large  tumour. 

When  1  saw  her  a  comparatively  large  brownish-black 
mass  occupied  the  ciliary  i-i^u'ion  at  thi>  outer  side  ot  the 
cornea  and  projecttnl  forwards  between  the  lids,  the  lower 
otie  of  which  was  slightly  deprc>ssed  and  somewlmt  bulgetl. 

*  Traite  des  tumevrs  </t'  VCEil,  etc.,  vol.  i.  \\  SO. 
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The  tumour  possessed  an  irregulav  nodular  surface,  wat, 
quadrilateral  in  slia])e,  and  was  firmly  attached  to  the 
sclero- corneal  region,  overlapping  the  corneal  margin.  It 
felt  quite  solid  when  touched  with  a  probe,  and  showed  a 
tendency  to  bleed,  but  was  not  painful.  It  measured  18 
mm.  vertically  by  12  mm.  horizontally,  extended  from 
2  mm.  above  the  cornea  to  6  mm.  below  it,  and  projected 
about  6  or  7  nun.  above  the  level  of  the  sclerotic.  Where 
it  was  covered  by  the  lower  lid  it  was  paler  in  colour,  and 
was  covered  by  movable  conjunctiva.  The  cornea,  iris, 
and  ophthalmoscopic  appearances  were  normal.      V.  -j%. 


Fig.  51. 


Fig.  52. 


Fig.  46.— Anterior  portion  of  eyeball  with  tumonr  in  situ,      x   1"6. 
Fig.  47. — Transverse  section.     The  sclerotic  and  cornea  appear  to  be 
normal,      x   1(3. 


Considering  the  fact  that  there  had  been  a  recurrence, 
and  also  taking  into  account  the  size  of  the  tumour  and 
its  firm  adhesion  to  the  e^-eball,  I  thought  enucleation  was 
the  safest  ])r()cedure.  The  eye  Avas  accordingly  removed 
with  the  tumour  in  .situ  (Fig.  51).  In  February  of  this 
year  I  had  a  letter  informing  me  that  the  patient  was 
"  alive  and  in  the  best  of  health  ;  "  that  is  to  say  a  little 
over  six  years  after  the  operation. 

The  s])eciiii(';i  Wiis  divided  iKu-izoiitally  into  ;ni  ii])])(M' 
51)1(1  a  lou'ci-  half.  .Macroscopically  it  is  (piite  evident  that 
tin;  tiiniMiii-  is  foiifiiKMl  to   the  sin-f;ice  (Fig.  52).      Its  base 
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of  attjiclniic'iit  to  tlic  sclci-otic  iiicasiiri's  !>  hum.,  and  it 
a})|)C'ars  to  adlicri'  to  tlic  surface  of  the  cornea  to  tlio 
extent  of  2'-")  nun.  'J'lie  section  is  l)ro\vnisli  ])lack,  with 
areas  of  ti  lio-hter  colour. 

Micr()sc()])ically  it  consists  jilinost  entirely  of  laro-f^  flat- 
looking-  endothelioid  cells,  which  are  closely  packed  together, 
'^riiey  are  mostly  round  or  polygonal  and  some  are  very 
irregular,  l)ut  it  is  difficult  to  define  their  outlines  clearly. 
1'here  appears  to  be  no  intercellular  stroma  excei)t  toward.^ 
the  surface,  where  there  is  a  tendency  to  the  formation  of 
columns  and  alveoli,  the  boundaries  of  which  are  formed 
by  blood-vessels,  narrow  bands  of  fibrous  tissue,  or  spindle 
cells,  many  of  which  are  pigmented.  A  large  amount  of 
pigment  is  present,  which  varies  in  quantity  in  different 
parts  of  the  tumour,  and  shows  in  one  place  a  radiated 
arrangement,  at  right  angles  to  the  surface.  It  is  com- 
posed of  the  usual  yellow  to  dark-brown  granules,  and  is 
both  intra-cellular  and  free.  It  is  not  affected  by  ])ure 
sulphuric  acid,  and  does  not  give  the  iron  reaction  with 
potassium  ferrocyanide  and  HCl,  showing  that  it  is  ])robably 
not  haematogenous,  the  absence  of  any  extravasations  of 
blood  also  confirming  this.  Around  the  base  of  the 
tumour,  in  close  proximity  to  some  large  blood-vessels,  and 
also  in  the  centre  of  the  scleral  attachment,  where  a 
perforating  branch  of  a  ciliary  vessel  is  visible,  there  are 
large  areas  of  small  round-celled  infiltration.  The  bulk 
of  the  tumour  is  not  very  vascular,  but  towards  the 
surface  the  vessels  are  much  more  numerous  and  have 
thicker  walls.  They  are  nearly  all  filled  with  red  cor- 
puscles, and  many  of  them  contain  a  fair  number  of 
polynuclear  leucocytes.  There  are  no  evidences  of 
necrotic  changes,  but  deeply  situated  in  the  centre  there 
is  a  patch  of  hyaline  degeneration,  which,  however,  still 
contains  the  nuclei  of  the  cells  from  which  it  oriofinated. 
It  does  not  stain  at  all  with  ha3matoxjlin,  but  stains  well 
with  eosin  and  with  van  (Jiesen.  Hyaline  changes  in  a 
slighter  degree  are  also  seen  in  the  parts  surrounding 
this  patch.      The   sclerotic   is  perfectl}'  normal   in  appear- 
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ance  aiul  thickness,  and  ]n*esents  an  unbroken  line  in 
contact  Avitli  the  tumour.  The  cornea  is  also  intact,  and 
is  separated  from  the  new  growth  by  a  layer  of  epithelium, 
which  is  thicker  than  normal,  and  is  probably  formed  by 
the  aglutination  of  the  conjunctival  epithelium  underlying- 
this  portion  of  the  tumour  with  that  of  the  cornea.^ 
This  layer  gradually  becomes  thinner  as  it  is  traced  out- 

FiG.  53. 


Shows  the  relation  of  the  tmuour  (above  and  to  the  rio-lit)  to  the 
cornea,  and  the  a^jparent  outgrowtli  from  the  epithelium  of  the 
latter.  Note  the  t^reater  thickness  of  the  eiDithelium  under  the 
tumour.      X  80. 

wards,  and  ceases  altogether  on  the  cornea  at  a  distance 
of  1*8  mm.  from  the  level  of  the  angle  of  the  anterior 
cliamV)er.  A  rather  peculiar  a])pearance  is  produced  at 
tlie  edge  of  the  tumour,  wliere  it  ])roiects  over  the  cornea. 
Jn  tlie  section  a  cord-like  outgrowtli  appears  to  arise  from 

•  A  Himilar  condition  has  been  observed  by  VerhoefF  and  Lc^rin^ 
<Arrh.  of  ()])h.,  xxxii,  p.  lOl),  in  whose  case  the  two  ei)ithelial  layers 
•were  fuH<'d  togetlxr,  but  imperfectly,  small  spaces  l)ein<»- visible  between 
them. 
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tlie  (.'oi'iiejil  t'pitlieliuiii,  and  is  inoi-c  or  less  curled  iip^  as 
if  it  had  formed  part  of  tlie  covcriiit^  of  the  iioopla!»in  and 
liad  become  detaclied.  It  was  possibly  continuous  witli 
tlie  conjunctival  epithelium  on  the  undei*  surface  of  tlie 
growth,  but  the  cells  formiiio-  the  anterior  portion  of  it 
certainly  seem  to  sj)rino;  from  the  corneal  epithelium 
(Fig.  53).  In  the  section  the  tumour  is  slightly  separated 
from  the  epithelium,  but  the  fact  that  some  pigmented 
cells  still  remain  attached  to  the  latter  shows  that  it  had 
previously  been  adherent.  The  surface  of  the  tumour  is 
almost  entirely  denuded  of  epithelium,  which  has  evidently 
become  detached,  as  here  and  there  small  portions  of  it 
can  still  be  seen  in  position. 

From  the  description  it  will  be  seen  that  the  neoplasm 
in  this  case  is  a  melanotic  sarcoma,  and  that  it  is  purely 
epibulbar.  It  occupied  the  most  usual  position,  namely 
the  outer  side  of  the  limbus  opposite  the  palpebral  open- 
ing ;  it  did  not  arise  from  any  pre-existing  ])igment-s])ot, 
nor  was  it  preceded  by  an  injury. 

Epibulbar  sarcoma  is  a  much  rarer  affection  than  epi- 
thelioma. Panas  indeed,  basing  his  opinion  on  the  cha- 
racter of  the  cells  and  the  alveolar  structure  so  often 
present,  went  so  far  as  to  say  that  all  malignant  epibulbar 
tumours  contained  epithelial  elements.  In  this  respect  his 
views  are  opposed  to  those  of  more  recent  authors,  including 
Lagrange,  Ginsberg,  Parsons,  and  (Ireef.  From  a  clinical 
point  of  view,  however,  the  differences  between  these 
growths  are  not,  in  most  cases,  sufficient  to  distinguish  one 
from  the  other.  Hence  the  microscope  is  invariably  re- 
quired to  establish  the  diagnosis. 

The  nature  of  the  operative  treatment  in  these  cases 
will  naturally  depend  on  the  view  which  the  particular 
surgeon  holds  with  regard  to  the  degree  of  their  malig- 
nancy. The  two  extreme  opinions  on  this  point  are  re])re- 
sented  by  the  conclusions  of  Strouse  *  on  the  one  hand, 
and  Verhoeff  and  Loring  t  on  the  other.      Strouse   (1897) 

*  Arch,  of  Oph.,  vol.  xxvi,  p.  217. 
t  Ibid.,  vol.  xxxii,  p.  97. 
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considers  radical  procedures  unjustifiable,  except  when  the 
growth  is  large  or  vision  is  destroyed.  Verhoeff  and 
Loring  (1903),  after  a  more  extended  survey  of  the  facts, 
conclude  that  abscissions  are  decidedly  dangerous,  leading 
invariably  to  recurrences  and  not  infrequently  to  general 
metastases,  and  they  go  so  far  as  to  say  that  "  a  micro- 
scopic examination  having  made  the  diagnosis  certaip, 
immediate  enucleation  should  be  advised  in  all  cases." 

Admitting  that  the  general  estimate  of  the  degree  of 
malignancy  of  these  growths  as  formed  by  the  latter 
authors  is  probabl}'  very  near  the  truth,  I  think  few  sur- 
geons will  be  disposed  to  recommend  such  a  radical  pro- 
cedure as  enucleation  in  all  cases,  and  least  of  all  for 
primary  growths  in  the  early  stage.  The  superficial  cha- 
racter of  the  tumour,  its  easy  removal,  and  the  fact  that  a 
few  positive  cures  have  been  noted,  all  plead  in  favour  of 
primary  abscission  with  cauterisation.  Furthermore,  re- 
currences may  not  take  place  for  a  great  many  years. 
Finally,  it  has  not  yet  been  proved  that  the  ultimate 
results  of  primary  enucleation  are  practically  better  than 
early  removal  of  the  eye  after  a  first,  or  even  a  second 
recurrence.  There  can  be  no  doubt  that  radical  operations 
are  indicated  absolutely  in  complicated  cases,  namely, 
when  the  eyelids  or  lymphatic  glands  are  involved,  when 
there  is  perforation  of  the  globe  (a  very  rare  occurrence), 
or  when  vision  has  been  seriously  impaired.  Enucleation 
is  the  wisest  course  to  adopt  in  cases  of  recurrenqe,  and 
conservative  measures  are  very  dangerous,  especially  if  the 
patient  cannot  be  kept  under  close  observation. 

{Card  spcrivioi.      June  9t]i,  1904.) 


G.   Flat  sarcoma  of  rharoid. 
\)\    E.  \'].  lIi;xi)i;iv'S()N. 

(J.    C — ,    Jct.    2'")    ycai's,    was    ndiiiitlcd    into    llic    Soutli 
London     ()j)litlialinic    Hospital,     under     llic    care    of    Mr. 
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Mi^Hardy,  on  llic  lltli  ol"  Mjii-cIi,  I*.H)1..  l-'ivc  yciu-s  pi-c- 
vioMsly  tlic  sio-|it  in  the  Idl  eye  |i;i(l  FrnhMl  siiddciily 
witlioiit  jiiiy  liisl(»r\  ot"  iiijui-y.  lie  \v;is  l(»l(l  lie  li;i<l  ii 
(IctjJclniKMit  ol"  the  rctiiui.  Me  siill'ci-cd  IVoiii  recurrent 
jittjicks  ot"  inllanuiiJition  in  the  eye,  sonui  ol  wliicli  were,  lie 
stfitos,  ticc'o]Ji])5ini(M|  l)y   pi-optosis. 

On  admission  the  eye  was  nrntcly  inlliinie(l,  nnd  llie 
tension  wjis  consid(M'ji])ly  raised.  'riic  eye  \v;js  excised^ 
and  a  week  later  tlie  orl)it  was  ex(*ntorated.  The  <j^lol)e 
was  liardonod  in  10  per  cent,  loi-niol  and  bisected  vertically, 
'^riie  naked  eye  spc^cimen  shows  a  smnll  flat  neojihisni, 
moderately  ])i^-mented,  snri-onndin^'  the  o])tic  disc.  The 
sclerotic  is  infiltrated,  and  there*  is  a  small  extra-ocular 
nodnle  in  the  neio-hl)onrhood  of  the  ])nsterior  ciliary  vessels. 

Microscopic  exaviindtion. — 'J^he  cornea  is  normal.  The 
angles  of  the  anterior  chamber  are  blocked  by  the  iris. 
The  iris  and  lens  are  normal.  The  ciliary  body  is  atrophic. 
The  growth  is  considerably  necrotic.  It  consists  of  round 
and  spindle  cells^  with  Ji  few  larger  cells  of  an  endothelial 
type.  The  sclerotic  is  infiltrated  with  the  growth.  In 
the  portion  cut  there  is  no  appearance  of  the  alveolar 
structure  that  has  been  described  in  previously  recorded 
cases.  This  is  probably  accounted  for  by  the  necrosis,  and 
the  fact  that  the  sections  have  mainly  passed  through  the 
nodule  of  growth  that  projects  into  the  vitreous.  The 
contents  of  the  orbit  showed  no  growth. 

[Card  specimen.      June  9tJi,  1904.) 


7.    Pseudo-gJionia   following  injuri/. 
l^y  E.  E.  Henderson. 

G.  H — ,  net.  28  years,  was  admitted  into  the  South 
fjondon  ()])hthalmic  Hos])ital  on  May  10th,  IDOl,  under 
the  care  of  Mr.  McHardy.  Tie  had  i-eceived  a  jMinctui'iMl 
wound  of  th(^  right  eye,  and   had    a    prolapse    of    the    iris. 
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Hiis  was  r(Mii()V(Ml.  The  eye  subsoquentl)'  developed  a 
mild  amount  ot"  septic  infection,  and  was  excised  a  fort- 
nis>"ht  later.  The  globe  was  hardened  in  10  per  cent, 
formol  and  bisected.  The  naked  eye  specimen  shows  a 
localised  exudation  in  the  vitreous,  most  marked  in  the 
nei-o'hbourhood  of  the  wounded  iris,  and  extending  back  to 
the  optic  disc. 

Microsco2nc  examination. — Cornea  :  epithelium  and  sub- 
stantia propria  are  normal.  There  are  some  leucocytes 
attached  to  Descemet^s  membrane.  The  iris  is  attached 
to  the  lens  capsule,  thickened,  and  infiltrated  with  leuco- 
cytes. The  anterior  portion  of  the  lens  is  vacuolated. 
The  ciliary  body  is  also  infiltrated  with  round  cells.  The 
exudate  consists  of  round  cells  and  some  newly-formed 
fibrous  tissue.  In  the  retina  and  choroid  also  there  are 
numerous  round  cells,  and  the  latter  is  abnormally  vascular. 

{Hard  specimen.      June  9th,  1904.) 


8.    Tumour  of  the  ciliary  body. 
By  E.  W.   Brewerton. 

Elu/.a  H — ,  a)t.  56  years,  has  noticed  something  growing- 
down  from  above  and  obscuring  the  sight  of  the  left  eye 
for  four  months.  There  has  been  no  pain,  but  occasionally 
flashes  of  light  have  been  seen. 

Previous  history. — Healthy  till  marriage  in  tw(Mity- 
second  yeai'.  A  few  months  later  sutTercul  from  ulcerated 
wond).  First  child  died  when  seven  w(»eks  old  ;  second 
died  fi-oiii  '' watci"  on  the  ])rain/^  and  was  I'ollowed  by  a 
miscaiTiage  ;  third  cliild  died  IVoni  diplit  lu'i'iii  wlien  eight 
years  old  ;  fourth  now  aged  twenty-seven  years.  Husband 
diecl  of"  "  ccrcbi-al   tinnoni'"  when   fifty-two. 

/'rcsciif  (-(nidit iou. — Right  eye  appeal's  to  Ik'  natni"il. 
jicit   eve,  when   fii'st    seen  on    May  2'>\\\ ,  showed    a    circiiin- 
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(•(jriicnl  /one  nl"  coiin-csl  ion,  'I'lic  pupil  \v;is  ii-r('L;"iil;i  i-,  d  iic 
to  nijiiiy  r('c(Mi(  adlicsions,  wliicli  wci-c  cjisily  hrokcii  <lu\\  n 
hy  iiicjms  of  ;i,t  I'opiiic.  Tlid'c  \v;is  no  l<(>i-;i  t  it  is  piiiict  :it:i, 
and  tinision  was  noi'nnil,  \>\i\  tin?  ciliiuy  region  was  Nci-y 
t(»nd(u*.  The  lens  shows  many  cortical  stria\  Above,  juid 
iinnic(liat(dy  Ixdiind  tlic^  knis  is  sc'cii  a  snnill  tiinioni-  jd)ont 
tlio  size  of  ;i  pea,  tlio  snrfacc  of"  wliicli  is  somewhat  nodnliii- 
and  covered  in  l)rownisli  pioinent  (?  blood).  The  Iiiiikuii- 
appears  to  be  i»-i-owini>"  from  the  ciliary  body,  :iiid  to 
(»xteiid  backwards  b(\yon(l  tin?  ora  scrrata.  The  retina 
immediately  behind  tlie  ^-rowth  is  (b^taclied  lor  a  short 
(bstance,  below  the  retina  is  coTn})letely  dc^tached.  b'lmd ns 
details,  on  account  of  vitreous  opacities,  are  sc^en  with 
difficulty.      The  disc  appears  to  be  natural. 

V 


(  R.  :    {;  e   -   -5  D.  Spli.   =  f . 
'  (^  Tj.  :    Finp^ers  at  1  metre. 


Tlie  field  of    vision   in   the    left   eye   is   contracted  to  5 
above,  20    on  the  inner  side  and  Txdow,  :vnd  to   tO    on  the 
outer  side. 

Patient  has  been  under  treatment  for  a  fortnight  with 
iodide  of  potassium  and  mercui'y  internally,  aiul  injections 
of  cyanide  of  mercury  subconjunctivally,  without  any 
appreciaf)le  effect  on  the  growth. 

{Card  specimen.      June  9tJi,  100k) 

[The  eye  was  excised  on  June  lltli,  and  thc^  tumour 
was  found  to  be  a  sarcoma.] 


9.   .1  (-((.sc  of  hildfc.nil  (jiioma  in  whicJi  the  pnticnVs  life  was 
saved  by  excisiiKj  tlie  two  eyes. 

By   SiMKON  Snkll. 

On  A})ril  1st,  lcS<)7,  Mrs.  S—  brought  her  little  girl, 
a3t.  1  year  10  uKuiths,  to  me.  ImnuMliately  before  this 
visit  the  ])arents  had  noticed  a  yidlowish  a])])earance  in 
the  left  eye,  and  had  at  once  sought  my  advice.  (ilioma 
«)f  the  retina   was  diagnosed,  enucleation  advised,  and  pei-- 
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formed  on  A})ril  7tli.  On  examination  the  tumour  was 
found  to  be  contined  to  the  globe,  but  to  oceup}'  a  con- 
siderable part  of  the  vitreous  chamber.  Nor(^turn  of  the 
o-rowth  took  place. 

Nearly  two  years  later  (January  7th,  1899)  the  child 
was  brought  to  me  again  as  a  similar  appearance  to  that 
previously  noticed  in  the  left  had  recently  been  observed 
in  the  right  eye.  Glioma  was  diagnosed,  and  enucleation 
of  the  eyeball  advised.  At  first  the  parents  were  adverse 
to  this  operation,  but  later  their  consent  was  obtained,  and 
on  March  Jst  the  eyeball  was  removed.  As  in  the  left 
eye  the  tumour  in  the  right  tilled  a  large  part  of  the 
vitreous  cavity,  but  was  confined  to  the  interior  of  the 
globe.      No  return  of  the  glioma  occurred. 

Recently  (March,  1904),  by  the  kindness  of  Dr. 
Longbottom,  the  family  medical  attendant,  I  have  been 
able  again  to  examine  the  child.  I  found  her  in  excellent 
health,  and  both  orbits  were  in  the  normal  condition  after 
enucleation.  I  ascertained  that  the  family  history  was 
good.  No  member  had  at  any  time  suffered  from  tumours. 
The  father's  mother  died  of  cerebral  haemorrhage^  aged 
seventy-two,  and  his  father  is  living  and  healthy  at  the 
same  age.  The  mother's  father  is  alive  and  in  good 
health,  aged  seventy  ;  her  mother  died  at  fifty-two.  There 
have  been  no  children  besides  the  patient. 

The  tumour  in  the  first  eye  was  examined  microscopically 
and  found  to  be  a  glioma.  The  second  eye  Mr.  Treacher 
Collins  kindly  examined  for  me.      I  append  his  report  : 

''  The  growth  is  undoubtedly  a  glioma  arising  in  the 
retina.  The  sections  of  it  have  stained  in  the  character- 
istic ])atchy  way.  The  nuclei  of  the  cells  of  the  growth 
nearest  the  blood-vessels  taking  on  the  luenuitoxylin  stain 
deeply.  'I'liose  furthest  from  the  vessels,  which  are 
beginning  to  neci*os(»,  only  staining  witli  the  eosin.  In 
the  p(M'i|)Ii('raI  pai'ts  of  flu;  gi'owtli  the  imicIcm  of  the  cells 
composing  it  ai"e  not  so  closely  packed  togcllieras  they 
;ii-<'  ill  tlic  cciitral  [»ar(s.  Tlicrc  is  iiku'c  cell  proto))lasm 
a  i-oiiikI   t  liciii. 
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'^  (U'lls  of  tlic  new  o-i'owili  cxttMid  iiilo  flic  licud  ot  the 
o))ti('  nerve  on  tlie  iiin(M'  side  of  tlio  Ijiiiiinii  ci-il^rosM,  l>ut 
none  of  llieni  ;ii"e  to  be  se(Mi  on  the  outei'  side  of  it  in  llio 
(^\ti-;i-oenlin-  poi-tion  of  the  norvo." 

!*ei-ni;i!ient  i-eeovery  sifter  an  (;ye  lias  Ix'cn  enucleated 
for  o-lioina  is  not  sucli  a  rari^  event  as  was  foi-merly  su))- 
posed.  Recovery  laro'ely  depends  on  an  eai-ly  diau^nosis 
enablino-  removal  of  the  <^lobe  to  bo  ])erforined  whilst  tlie 
growth  is  confined  to  the  retina,  and  on  the  division  of 
the  optic  nerve  as  far  back  as  j)ossible  from  tlie  eye.  A 
female  patient  of  mine"^  is  alive  after  the  la])se  of  twenty- 
six  years,  and  I  am  satisfied  that  I  have  seen  several  other 
instances  in  which  no  recurrence  of  the  glioma  has  taken 
place.  Lawford  and  Collins,  in  1890,  found  twenty-five 
cases  of  permanent  recovery  on  record.  They  also  pub- 
lislied  an  inquiry  t  into  sixty  instances  of  glioma.  One  of 
these  pati(;nts — a  double  glioma — was  then  alive.  The 
only  other  then  recorded  similar  case  was  one  by  Agnew. 
In  a  pa])er  l)efore  this  Society  Collins  added  three  other 
cases  of  bilateral  glioma  of  tlic^  retina  cured  by  enucleation 
of  the  two  eyes  to  the  one  proviously  recorded  by 
Lawford  and  himself.  Collins  regards  three  years  as  the 
period  within  which  rtTurrence  of  glioma,  if  not  cured, 
will  take  })lace.  In  the  ease  1  have  rcdated  twenty  months 
cdapsed  between  enucleation  of  the  first  e\ye  and  the  dis- 
ease being  noticed  in  the  right,  and  tlu^re  was  a  ])eriod 
of  two  y(»ars  between  the  removal  of  the  two  eyes.  In 
each  instance  (enucleation  was  ixn^formed  very  soon  after 
the  diagnosis  was  made,  the  left  after  a  week,  and  the 
right  after  about  seven  weeks.  Five  years  have  now 
elapsed  since  the  last  eye  was  excised.  As  much  of  the 
o})tic  nerve  a,s  ])ossible  was  removed,  and  in  this  connection 
it  is  interesting  to  note  Mr.  Collins'  remark  that  the  vvWs 
of  tlie  grcnvtli  ext(Mid(Ml  into  the  iiorve-head,  but  none 
werc^  to  be  seen  in  the  extra-ocular  ])ortion  of  tlu>  lUM-ve. 

{.Tunr  dfh,  11H)4.) 

*  Brit.  Med.  Joiirn..  ISSt,  vol.  2.  p.  11<)1. 

+  Royal  Lond.  Oph.  llosp.  Reports,  vol.  xiii,  part  1. 
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10.    GUoma  occiin'ing  in  tiro  mcinhcrs   of  the  same  fainily, 
in  one  iuatance  {fatal)  both  eyes  being  affected. 

By  Simeon  Snell. 

On  December  18tli,  1903,  Dr.  Godwin,  of  Clown,  near 
Chesterfield,  sent  Mrs.  P — ,  with  her  little  baby,  a  girl 
set.  4^  months,  to  me  at  the  Royal  Infirmary,  as  he  said 
the  child  was  suffering  from  glioma  of  the  right  eye. 
This  diaiifnosis  I  was  at  once  able  to  confirm,  and  the 
tumour  occupied  a  considerable  part  of  the  vitreous 
chamber.  The  peculiar  appearance  in  the  eye  had  been 
noticed  by  the  mother  about  six  weeks  previously,  and 
since  then  each  week  it  had  become  more  marked. 
Enucleation  was  advised,  and  performed  on  December 
22nd.  Section  of  the  globe  showed  the  tumour  to  be 
gfrowino;  inwards  from  the  retina.  It  was  confined  to  the 
globe,  but  filled  a  considerable  part  of  the  vitreous 
chamber.  Microscopic  examination  confirmed  the  dia- 
gnosis of  glioma. 

I  examined  the  child  on  May  21st  of  the  present  year, 
and  she  was  healthy  and  well  developed.  There  was 
then  no  sign  of  return  of  tlie  growth.  The  left  eye  was 
unaffected. 

When  sending  this  patient  Dr.  Godwin  gave  me  tlie 
interesting  infoi-mation  that  another  child,  a  brother,  hnd 
])reviously  sulfered  from  glioma  in  both  eyes,  which  had 
])roved  fatal.  lie  sent  me  also  a  photograph  which 
sliowed  ;i  lai-ge  growth  (liingus  luumatodes)  projecting 
fi-<nii  cjicli  (»il)il.  ( I reatly  through  Iiis  kindness  I  have 
been  jiblc  to  ol>tain  the  following  information  : 

J^esbe  P—  was  l)urn  on  October  5th,  1899.  When  lie 
was  about  a  N'cai-  old  the  parents  attention  was  di-a.wn 
lo  a  peculiar  a  [tpcaraiice  in  1  li(^  rigid-  eye.  '^  Tliey  coiihl 
sec  tlie  inside  of  it."  Shortly  altei"  this  the  cliihl  was 
taken  to  an  oplillia  linic  surgeon,  who  t  old  i  he  niot  hei-  t  hat 
hoth  (jyes  were  alTected.  A  few  (hiys  hiter  the  same 
surgeon    |ihice(i   the   boy   uikKm'  (diloi'oloiin,  and   alter  cai'e- 
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fill  cximiiiiiilioii  iidviscd  lliat  hotli  eyes  should  he  removed, 
inloriiiiiiL;-  the  pMi-ciits  ;it  tli(^  sjiinc  time  tluit  iiidcss  this 
was  (h)ii('  the  cliild  would  die.  'riie  parmits  did  not 
cousciit,  as  the  niotlici'  says  the  l)<)y  could  sec  a  little 
with  the  left  eye  A  year  latei*  the  (diild  was  again 
taken  to  tlie  same  surgeon,  wlio  then  advised  tliat  tlie 
disease  was  too  advanced  for  anything  to  ])e  done.  Hach 
eye  becanu'  worse,  and  later  on  a  large  nuiss  protruded 
from  each  orbit,  extending  down  the  face  and  reaching 
almost  to  the  moutli,  so  near  tlie  latter,  indeed,  that 
towards  the  end  the  child  could  only  ^rat  a  cup  to  its 
moutli  by  throwing  its  head  very  far  back.  The  right 
tumour  was  the  larger  of  the  two.  Each  bled  fi-eely, 
but  especially  the  right.  The  child  died  on  February 
18th,  1903. 

The  following  is  the  family  history  : 

The  mother  is  aged  twenty-seven,  of  delicate  build, 
and  ana3mic.  The  father  of  the  same  age,  a  coal  miner, 
fairly  healthy,  but  not  of  robust  build.  There  is  no 
history  of  tumours  on  either  side.  '^Flie  mother^  parents 
are  both  dead.  Slu*  dcx^s  not  know  the  cause  of  their 
deaths.  She  has  two  bi-others  and  one  sister,  all 
living  and  healthy.  ^Vhv  man's  father  is  alive  and 
healthy;  the  mother  died  young  in  childbed.  He  has 
three  brothers  living  and  henlthy  ;  two  died  in  infancy  ; 
no  sisters.  There  is  no  Instory  of  ])lithisis  in  tlic  family. 
The  parents  have  been  married  six  years.  There  have 
been  three  children.  First,  Leslie,  the  one  who  died 
from  glioma  ;  second,  Lancelot,  aged  three,  is  alive  and 
fairly  healthy ;  and  third,  Violet,  the  child  whose  eye 
was  enucleated  for  glioma. 

There  have  been  no  miscarriages  ;  none  of  the  childriMi 
have  had  convulsions,  and  there  is  no  history  of  menin- 
gitis or  tubercle  in  any  form. 

Until  recently  no  instances  were  recorded  m  which 
glicnna  had  been  observed  in  more  thiin  one  member  of 
the  same  family.  The  presumption  was,  indeed,  that  one 
child,    having   been    afflicted,    the    others    would    not    be 
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attacked.  This  is  doubtless  still  generally  correct,  but 
the  instances  just  related  show  that  there  are  exceptions 
to  this  rule_,  and  that  it  is  well  to  recognise  the  possibility 
of  such  an  occurrence,  however  rare  it  may  fortunately  be. 
The  only  other  instances  of  glioma  attacking  more 
than  one  member  of  the  same  family  which  have,  so  far 
as  I  am  aware,  been  recorded  are  the  following  : 

1.  Fuchs  records  a  case  in  which  a  child,  aged  four 
years,  was  brought  to  him  suffering  from  a  glioma  of  the 
right  eye,  which  had  already  perforated  the  sclerotic. 
The  entire  orbital  contents  were  removed,  but  the  child 
died  six  months  later,  with  brain  symptoms  and  a  local 
recurrence. 

Some  months  later  a  brother  of  the  last  patient  was 
brought,  who  was  two  years  old,  and  whose  right  eye  had 
been  blind  since  birth,  although  it  had  only  recently  be- 
come enlarged.  This  child  likewise  had  glioma,  and  died 
of  a  recurrence  about  a  year  after  removal  of  the  eye  and 
tumour. 

Soon  afterwards  the  mother  brouyht  her  last  child, 
then  only  a  few  months  old,  because  she  had  noticed  a 
peculiar  appearance  in  the  left  eye.  'J'his  child,  however, 
(lid  not  have  a  glioma,  but  a  ty})ical  coloboma  of  the  iris 
and  choroid.  The  family  history  here  is  taken  to  indicate 
that  a  congenital  morbid  disposition  very  often  lies  at  the 
bottom  of  glionui. 

2.  j\lr.  C  Devereux  Marshall  has  lecoi'ded  a  case  with 
a  most  interesting  family  history. 

Adji  1^.  W — ,  aged  2  years.  For  nboiit  two  months  a 
whitish  appearance  li;i(l  been  seen  in  the  right  eye. 
(ili(»iii;i  was  diagnosed  and  the  eye  was  excised.  On 
cxjiiiiiiiat ion  under  chloroFoiMn  a  glioma  was  also  seen  in 
I  lie  left  (^yc.  Coiiseiif  Foi'  th(!  i'(Mii()v;il  of  f-his,  however, 
(•(Mild  iiol  he  ohljiined.  She  wiis  iif)l  seen  Jigjiiii,  ;iii(l  loi* 
;il)oiit  seven  of  eight  months  reniiiiiie(l  tjiirly  well^  but  ;il 
the  end  of  tli;it  tune  she  diecl  in  con viilsioiis.  The  piii'ents, 
who  were  most  i Hit er;i t e,  did  not  notici;  Jiny  (h;i!igeinth(^ 
remaining  eye.       The   history  ol    this  Ijiinily   is  as  loNovvs  : 
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Tlir  lii'st  cliiM  \v;is  ;i  ij;\r\,  l»()i-ii  in  ]^1\K  Wlirii  iilxdit 
two  ycjii-s  ot"  ji^i'  ii  vvliitA'  mass  was  seen  inside  the  eye, 
and  she  was  s('(ui  at  more;  than  one  London  lios|)ital,  ])uf 
still  no  operation  was  pcrtornicd.  Slic  l)t?caine  woi-sc 
until  at  last  tlic  eye  hurst,  and  she  dicid  in  convulsions, 
a^-ed  tlirec  and  a  liali'  years. 

The  second  (diild,  a  l)()y,  wliose  eycjs  were  not  known  to 
be  allected^  died  in  convulsions,  aged  thi't^e  nionths. 

The  third  child  was  a  boy,  who,  at  tlic  ])rescnt  time,  is 
fifteen  years  'old.  The  right  eye  became  first  affected 
wlien  lie  was  about  nine  months  ohl  ;  it  was  simihir  in 
a})pearance  to  that  ot"  the  first  child.  He  was  taken  to 
Guy's  Hospital,  where  the  eye  was  removed.  He  now 
has  good  sight  in  the  remaining  eye,  and  is  in  excellent 
health. 

The  fourth  child  was  a  girl,  aged  nine  years,  who  had 
no  eye  affection,  and  was  in  good  healtli. 

The  fifth  cliild  was  seven  years  of  age,  and  was  also  in 
good  healtli,  with  no  eye  affection. 

Tlie  sixth  child  is  the  ])atient  who  iimUuibtedly  had 
glioma  which,  directly  or  indirectly,  proved  fatal. 

There  is  nothing  of  note  in  the  history  of  the  father's 
or    mother's  family,  and  there  is  no  consanguinity. 

3.  Mr.  Treacher  Collins  has  kindly  informed  me  that 
Dr.  I).  U.  Earle  Newton  recorded,  in  tlu'  Ansfrdhtsiav 
Mvdical  Gazette,  May  20th,  1902,  an  instance  in  which 
ten  out  of  a   family  of  sixteen  were  alTi'cted  with  glioma. 

{June  S)t}i,   i<K)4.) 


'V\\v  Ph'KsiDKNi'  said  tlu-  cases  which  Mr.  Snrll  had 
related  w(>re  ol  great  interest,  and  especially  those 
relating  to  glioma.  It  was  gratifying  to  have  tlu' 
a,ssin'an('e  that  such  cases  were  not  necessarily  fatal. 
His  own  c^arly  exptM'ience  viM-y  much  conlirmed  the  saying 
of  his  old  friend  and  colleague,  Mr.  Lawson,  "  No  recur- 
rence, no  glioma."  Some  years  ago,  before  such  cases 
were  carefully  examined  microscopically,  he  had  no  doubt 
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that  many  cases  were  operated  upon  as  glioma  which  were 
not  true  glioma.  13ut  there  could  now  l)e  no  question 
that  many  cases  of  true  glioma  had  been  excised  and  yet 
no  recurrence  had  taken  place,  at  all  events  for  some 
years.  He  had  seen  a  fair  number  of  instances  of  the 
disease,  either  those  on  which  he  had  himself  operated, 
or  those  which  had  been  dealt  with  by  other  surgeons, 
and  he  had  three  or  four  distinct  cases  in  mind  in  which 
there  had  been  no  recurrence  for  many  years  afterwards 
while  the  cases  were  under  supervision.  In  one  case 
there  was  no  return  of  the  trouble  for  (|uite  six  years, 
and  the  other  eye  remained  quite  free.  Another  case, 
which  was  fairly  well  known  in  London  at  the  time,  was 
that  of  the  child  of  a  medical  man  who  lived  abroad,  who 
had  glioma  in  one  eye,  and  its  nature  was  confirmed  by 
microscopical  examination.  The  patient  recovered  from 
the  operation,  and  though  several  years  had  elapsed  since 
the  operation,  there  was  no  recurrence  in  .situ.  A  year 
or  two  afterwards,  however,  a  glioma  occurred  in  the 
other  eye,  and  that  eye  was  removed,  not  bj-,  himself, 
though  he  had  a  good  deal  to  do  with  the  case.  Two  or 
three  years  had  elapsed  since  the  removal  of  the  second 
eye,  and  within  the  last  few  months  he  had  heard  that 
the  child  kept  perfectly  well  and  was  growing  and 
thriving.  All  such  favourable  cases  had  occurred  in  his 
later  ex})erience,  and  it  might  be  a  question  how  far  thosu 
m<jre  favourable  cases  were  due  to  an  earlier  interference, 
and  perhaps  a  more  thorough  removal  of  the  eyeball  and 
o])tic  nerve  or  evacuation  of  the  orbital  contents  than  was 
f(jrmerly  ])ractised.  In  some  of  those  cases  formerly  it 
was  the  ordinary  excision  which  was  ])erforniecl  with  the 
nerve  cut  rather  close  to  the  globe,  and  he  wouhl  ask 
Mr.  Snell  what  was  the  exact  operation  he  did  ;  whether 
it  was  mere  excision  or  a  complete  cni])lying  of  tlie 
orbital  contcMits,  It  was  intcu'esting  to  i-cnimibcr  llial  in 
the  case  oi  llic  child  ol  ;i  iiicdiciil  inaii  Id  wlioin  lie  had 
referred,  the  mother,  sonu*  yeai-s  l)c'f()ii'  tlu-  l)iilh  ol  the 
cliihl,  had  liad   several  attacks   of    iinhl    hut    distinct   optic 
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neuritis.  lie  could  not  sjiy  wlint  tiiiit  liiid  to  do  witli  the 
case,  liiit  it  niii^lit  iiidicjite  a  vuliieraljility  in  lli<>s(!  parts. 
The  attacks  in  the  niollici'  were  associated  with  ana-mia. 
She  recovered  from  tlie  neuritis,  and  h(!  believiMl  she  was 
now  in  })ossession  of  ^ood  si^dit.  lie  rtinieinbered  another 
case  upon  wliicli  he  operated  many  years  ago.  A  cliihl 
had  genuine  glioma  in  one  eye  ;  there  was  no  recurrence 
ill  .sit'it,  but  about  a  year  after  glioma  develoj)ed  in  thi^ 
other  eye,  and  that  was  also  excised.  There  was  no 
recurrence  in  that  orbit  either.  He  did  not  see  the  cliild 
afterwards,  but  he  heard  tliat  the  child  died,  but  without 
any  recurrence  in  tlie  orbits  having  occurred.  Death  he 
believed,  was  due  to  glionui  of  tlie  brain,  wliich  perforated 
the  side  of  tlie  skull.  The  eyeballs  after  removal  were 
examined  by  an  expert,  who  pronounced  that  the  nerves 
at  the  seat  of  section  were  free  from  evidence  of  infiltra- 
tion or  disease.  No  post  mortem  of  the  child  was  made, 
so  he  could  not  say  what  the  condition  of  the  chiasma 
was.  The  subject  was  specially  interesting  in  connection 
with  the  kind  of  excision  practised. 

Mr.  Stanford  Morton  remarked  that  in  two  cases 
under  his  care  in  which  the  glioma  did  not  recur,  ordinary 
excision  was  performed,  not  evisceration  of  the  orbital 
contents.  The  first  was  in  an  infant  a  few  months  old, 
who  was  so  ill  at  the  time  that  he  hesitated  foi-  some  days 
about  operating,  l)ecause  he  thought  it  could  not  live 
many  hours.  As  it  revived  sonu'what  lu'  excised  the 
gliomatous  right  eye.  Then  the  child  began  to  get 
sti'ong  and  remained  healthy  for  six  to  nine  months,  after 
which  it  ao'ain  beyan  to  waste,  and  the  mother  bronirht  it 
because  she  thought  there  was  something  wrong  with  the 
second  eyc>.  It  was  found  to  be  gliomatous,  and  she 
consented  to  excision  of  that  vyv.  That  case  was  pro- 
bably among  those  alluded  to  by  Mr.  Snell,  as  ])ub]isluMl 
by  Mr.  (\)llins  and  Mr.  Lawford.  It  was  wattdied  foi- 
three  years,  but  there  was  absolutely  no  recurrence.  The 
second  case  was  in  a  child  six  years  of  age  in  which  one 
eye   was  removed  for   glioma.      He   saw  the  cliild   a  few 
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weeks  ago,  after  an  interval  of  six  or  eight  years,  and 
there  was  no  recurrence.  In  those  cases  simple  excision 
of  tlie  globe  was  carried  out,  and  eacli  of  the  eyes  w;is 
afterwards  examined  microscopically. 

^Ir.  C.  Devereux  Marshall  remarked  that  as  p'lioma, 
so  far  as  was  known,  spread  along  the  optic  nerve  and 
did  not  infiltrate  the  orbit,  at  any  i-ate  in  tlie  early  stages, 
he  would  have  expected  that  good  results  would  have 
been  quite  as  likely  to  accrue  from  simple  excision  as 
from  evisceration  of  the  orbit.  He  thought  that  where 
one  eye  was  eviscerated  for  glioma  which  was  alto- 
gether inside  the  eye,  or,  at  all  events,  not  obviously 
outside  it,  there  were  100  cases  in  which  simple  excision 
was  done.  Evisceration  was  a  much  more  serious  opera- 
tion, and  if  the  child  recovered  from  it,  it  would  be  a 
serious  detriment  to  have  had  all  the  orbital  contents 
cleared  out.  Bearing  on  that  point,  though  perhaps  a 
little  diverging  from  the  strict  subject,  he  would  ask  Mr. 
Snell  whether  he  had  ever  tried  the  effect  of  X  rays  upon 
such  cases.  There  was  one  case,  upon  which  he  believed 
Mr.  Morton  operated  at  Moorfields,  of  which  he,  Mr. 
Marshall,  saw  a  good  deal  last  summer,  where  there  was 
a  recurrence  in  the  orbit.  The  child  was  obviously  too 
ill  to  permit  of  much  being  done,  and,  as  a  kind  of  last 
resurt,  it  was  subjected  to  the  X  rays,  and,  to  his  intense 
astonishment,  it  shrivelled  away,  and  the  orbit  healed  and 
looked  (juite  healthy,  so  that  he  almost  expected  tlu^ 
j)atient  would  recover.  Shortly  after  the  child  went  out, 
however,  it  died  with  l)rain  symptoms,  but  without  any 
recurrence  in  the  orbit.  The  whole  of  the  contents  in 
tliis  case  had  been  removed  at  first,  and  the  n(M"\'('  was 
loiind  to  be  infiltrated  up  to  the  optic  foramen.  'I'lie  o})era- 
tioii  was  done  in  the  middle  of  August  ;  the  child  remained 
III  until  C)c*tober,  and  died  about  six  weeks  after  that. 
IJnf'oi'tiinately  no  ])ost -mortem  examination  could  be  ol)- 
tainc'd. 

Ml*.  Sneij,,  in  i'<'j)ly,  said  his  ordinary  iiu'lliod  of 
rcnioNal    of    <rhoiiia     li;i(l    been    to    rcacli    back    as  iar    into 
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llic  orljit  as  possible,  and  with  the  scissors  to  sever  the 
()])ti('  nerve  as  near  the  optic  loraineii  as  he  coiihl,  and 
lor  sevei'al  years  he  luid  tiikcii  CJii'c  to  leave  as  Jiiueh 
optic  nerv(?  jittachod  to  the  eyeball  as  possible.  lie  did 
not  now  meet  with  cases  of  such  an  advanced  character 
as  he  did  years  a<^"o,  in  which  it  was  advisable  to  clear  out 
the  orbit,  and  that  seemed  the  ex])erience  of  otliers. 
M'hose  wliicli  he  now  met  with  were  generally  confined  to 
the  eye.  He  agreed  with  Mr.  Marshall  that  division  of 
the  optic  nerve  was  of  as  iniich  good  as  clearing  out  the 
contents  of  the  orbit.  That,  of  course,  did  not  ap))ly  to 
the  cases  in  which  the  growth  had  perforated.  He  had 
not  met  witli  cases  of  recurrence  during  the  last  year  or 
two  since  the  X  rays  were  known,  and  so  had  no  expe- 
rience of  the  treatment. 
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X.  MUSCULAK    ANOMALIES. 

1.  Permanent  paralysis  of  inferior  recti  muscles  following 
diphtheria  some  years  previously  ;  left  divergent  strabis- 
mus and  some  right  facial  paralysis. 

By  D.  MowAT,  M.D. 

Patient  had  diphtheria  in  1896.  Shortly  afterwards 
he  suffered  from  ophthalmoplegia  externa,  and  general 
paralysis.  In  December,  1898,  I  saw  him.  His  V.  was 
K.  ^,  L.  -j^.  H.m.  in  each  +  1  D.  There  was  paralj^sis 
of  left  internal  rectus  and  left  inferior  rectus  muscles,  also 
paresis  of  left  superior  rectus  and  paralysis  of  right 
inferior  rectus.  In  April,  1902,  his  condition  was  as  it  is 
now,  viz.  :  paralysis  of  both  inferior  recti.  V.  =  R.  ^, 
L.  f  3  letters. 

{Card  specimen.      January  28th,  1904.) 

Mr.  Sydney  Stephenson  said  he  (juestioned  whether 
paralysis  of  extrinsic  muscles  of  the  eyeball  after  diph- 
theria was  so  rare  as  people  seemed  to  imagine.  A  few 
years  ago,  in  conjunction  with  Dr.  Porter  l^arkinson,  he 
pul)lis|ied  two  such  cases,  and  since  then  he  had  seen  at 
least  half  a  dozen  others.  Of  course  it  must  be  borne  in 
miiid  that  paresis  of  extra-ocular  muscles  in  children 
caused  very  few  symptoms,  and  unless  the  child  was 
suffering  from  sonu;  more  s(;vere  forms  of  |)aralysis,  it  wms 
very  unlikely  that  the  child  wonld  he  bi'ouglit  to  hospital 
foi-  t  i-(';it  nuMit.  Ill  the  cases  he  Inid  seen,  every  extra- 
ociihii-  nnis(;](;  of  tlie  eye]);ill  h;i(l  liccii  pai-alysed,  but  the 
coninioncst    in    Ins   cxiK'ricnce    h;i<l     Immmi     piii'aJysis    ol    the 
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vjirioiis  l)r;iiK'li('S  ol  llic  ociilo-iiiotoi'  iici'vc.  Tluit  sncli 
pjiriilysis  iiiii;*lit  follow  diplitluM-iji  of  otiicr  parts  of  tlio 
l)o(l\'  as  well  ;is  of  the  fauces  was  sliowii  by  two  cases, 
one  of  wliicli  was  iiiidcr  the  care  of  Dr.  Gaton,  wlicrc  a 
innrkcd  convcru-ciit  sti'abisnms  followed  ji  diplitlieria  of 
the  <;-enital  or^'aiis,  and,  in  the  case  of  his  own,  where 
pai-alysis  of  tlie  exterruil  rectus  of  one  eye  followed  dipli- 
tlieritic  conjunctivitis  of  tin*  other  eye. 


2.   Ojththalmoplcgia  externa. 
By  Mr.  (J.  W.  Rom,. 

Percy  B — ,  jct.  16  years,  April  2Uth  awoke  with  tlip- 
lopia  and  drooping  of  lids.  Seven  days  later  noticed 
some  weakness  of  limbs.      No  feverish  attack. 

Admitted  K.  W.  O.  H.  May  19th,  1904,  with  double 
ptosis  (left  more  marked  than  rioht)  and  ophthalmo])leiria 
externa.  The  movements  of  the  eyes  are  much  dimi- 
nished upward  and  downward.  Pu])ils  react  to  light, 
right  larger  than  left.  Fundi  normal.  H.  and  L.V.  ^, 
J  1  readily.  Diminished  hand  grasp  ;  hands  slightly 
livid  and  swollen.  Some  weakness  of  lower  extremities 
ap])arent  in  gait.  Knee-jerks  are  brisk.  Some  difficulty 
in  mastication.  Features  iminobile  and  expressionless, 
but  can  wrinkle  brow  and  protrude  u])per  lip.  During 
week  (Hiding  May  26th  the  ptosis  diminished  in  the  left 
ey(*  and  increased  in  the  right. 

June  1st,  1904. — L.  :    lateral  movements  returning. 

()th. —  H.  :  Ptosis  diminishing.  Lateral  movements  re- 
turning. \i.  :  JHosis  diminishing;  all  movements  im- 
proving, lleaction  with  fnradism  and  galvanism  noi-mal. 
No  neurotic  history.  Exciting  cause  't  '  First  sym])toms 
ptosis  iind  di])lopia.  Marked  variation  in  symptoms. 
Ocular   palsic\s.      Mastication  :  souie   deiiciency,  masseters 
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ill  (levelo])cd.  Facial  weakness  slii>-lit.  Weakness  of 
extremities,  especially  up])CM-.  Luniuality  oi  ])iipils.  Knee 
retlexes  bi'isk.     Movements  clumsy  ;  di'0})s  cup  and  saucer, 

(C<trd  spccimeii.      June  9f/i,  1904.) 

Mr.  Roll  said  he  brought  the  boy  because  he  thought 
the  case  resembled  cases  of  mj^asthenia  gravis  in  manj^ 
points.  It  differed  in  the  suddenness  of  the  onset,  and 
the  boy^s  age  was  against  that  view. 

The  President  asked  whether  there  were  any  constitu- 
tional symptoms  which  would  throw  light  on  the  condition. 

Mr.  KoLL  replied  that  the  boy  had  had  no  previous  ill- 
ness or  ailment  of  any  kind,  and  there  was  no  history  of 
toxRemia.  There  was  now  some  weakness  of  hand  grasp, 
but  the  electrical  reactions  were  normal. 
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XI.  INJURIES. 

1.  A  Case  of  Indirect  Gunshot  Injury  of  BotJi  Eyes; 
death  from  7nemnt/itis  five  tceeks  afterwards  ;  micro- 
scopical e^'am illation  (f  the  eyes. 

By  E.  Nettleship. 

In  tlie  twenty-first  volume  of  our  Transactions  I  pul)- 
lished  some  cases  in  which  blindness  was  caused  by  a 
bullet  traversing  the  orbit  without  either  touching  the 
eyeball,  rupturing  the  sclerotic,  or  cutting  through  the 
optic  nerve.  The  ophthalmoscopic  appearances  indicated 
rupture  of  the  choroid,  choroido-retinal  exudation,  and 
changes  at  the  disc,  in  a  case  published  by  Colin  in 
1872  and  referred  to  in  detail  in  the  above  paper,  the 
damaged  eye  was  excised  about  six  months  after  the  injury 
and  examined  microscopically  by  Waldeyer.  The  essential 
change  was  the  presence  of  a  large  area  of  organised  exu- 
dation, with  which  the  ruptured  choroid  and  retina  and 
the  vitreous  were  incorporated.  So  far  as  \  can  ascertain 
Cohn^s  case  is  the  only  one  hitherto  published  in  which 
the  eye  has  been  examined  anatomically,^  and,  even  if 
some  few  others  be  on  record,  there  is  still  room  for  addi- 
tional examples. 

There  has  been  much  speculation  as  to  how  the  passage 
of  the  projectile  causes  the  intra-ocular  lesions  in  these 
cases.  The  most  probable  explanation  seems  to  be  that 
the  contents  of  the  orbit,  which  during  lif^  are  semi-fluid, 

*  No  additional  cases  arc  ^iven  in  Praun's  Monograph,  Die   Verlet- 
zungen  des  Auges  (1899). 

VOL.  XXIV.  16 
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transmit  radially  in  all  directions  from  tlie  path  of  the  bullet 
the  violent  vibrations  set  up  by  the  projectile  ;  that  the  orbit 
behaves  in  this  respect,  in  fact^  as  a  partially  open  vessel 
filled  with  a  non-compressible  fluid  behaves  when  traversed 
by  a  bullet,  its  walls  being  expanded  or  even  ruptured 
(independently  of  the  bullet  holes)  by  the  impact  of  the 
liquid.  In  the  case  of  the  eyeball  the  sclerotic  transmits 
the  vibrations  to  the  more  vulnerable  choroid  and  retina 
without  itself  suffering  damage.  Whether,  during  this 
process,  the  sclera  is  momentarily  altered  in  shape  or  not 
we  do  not  know.  If,  however,  it  be  true  that  a  bullet 
passing  near  to  bone  may  cause  damage  to  soft  parts  on 
the  other  side  without  injury  to  the  bone  itself,  we  must 
suppose  that  the  intra-ocular  damage  in  such  cases  as  we 
are  now  considering  can  be  produced  without  even  tem- 
porary change  of  shape  of  the  globe. 

Samuel  M — ,  ast.  19  years,  shot  himself  on  Juh'  27th, 
1897,  using  two  revolvers,  one  to  each  temple.  A  policeman, 
who  stated  that  he  heard  two  shots,  found  the  lad  lying 
on  a  path  with  a  revolver  in  each  hand  still  conscious. 
One  pistol,  said  to  be  the  one  in  the  patient's  right  hand, 
was  a  good  one,  firing  a  solid  conical  bullet.  The  other, 
said  to  be  in  his  left  hand,  was  a  feeble,  pin-fire,  foreign 
weapon.  We  are  not  told  whether  both  pistols  showed 
signs  of  having  been  recently  discharged. 

When  brought,  immediately  afterwards,  into  the  Metro- 
politan Hospital'  he  was  conscious,  and,  though  collapsed, 
able  to  answer  questions.  He  was  bleeding  profusely 
from  a  wound  iu  the  right  temple,  and  after  admission 
vomited  some  blood.  In  the  right  temple  was  an  irregular 
tear  an  inch  long  ;  the  skin  around  it  was  singed ;  at  the 
centre  of  the  tear  was  a  bullet  hole,  through  which  a 
pnjbe  passed  across  the  orl)it  apparently  into  the  upper 
])art  of  the  ethmoid  ;  the  eyelids  were  a  good  deal  swollen 
from  extravasation  of  blood,  and  the  e3'eb;ill  was  not  seen. 
Ill  ihe  left  temple  was  a  small,  i-oimd  bullet  wound;  the 
skill  around  it  was  singed  ;  a  ])robe  conld  be  passed  for 
two  or  three    inches  (."iO — 75  mm.)   into  the  wound  ;    there 
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was  proptosis  jiiid  uxtraviisatiou  (jf  bhjud  iiit(j  tho  eyelids, 
but  the  pupil  could  be  seen,  and  was  oval. 

Next  day  (28tli)  the  house  su]-o;e<jn  noted  some  pulsa- 
tion of  the  li.  eyelids,  but  was  al)le  to  see  the  eye,  and 
found  there  was  sonic  P.L.  With  tln^  L.  eye  he  found  no 
P.L.      He  obtained  a  fundus  reflex  in  each  eye. 

On  August  5th  (nine  days)  the  lids  werc^  much  less 
.sw(dlen,  but  there  was  still  much  chemosis ;  pupils  irre- 
gular and  fixed.  R.  :  P.L.  as  before ;  the  fundus,  now 
well  seen,  sliowed  some  haemorrliages  to  the  nasal  side  of 
the  O.U.  ;  also  an  extensive  area  of  lighter  coloured  ex- 
travasation covering  the  centre  of  the  0.1).  and  a  large 
part  of  the  lower  fundus,  and  almost  obscuring  the  corre- 
sponding retinal  vessels.  Tn  the  L.  no  details  of  the 
fundus  were  visible. 

On  the  25th  (twenty-nine  days)  Mr.  Holmes  Spicer  made 
the  following  note  : — ^^  R,  :  O.D.  very  pale ;  much  of  the 
haemorrhage  in  the  lower  part  of  the  fundus  has  been 
absorbed,  and  there  can  now  be  dindy  seen  what  appear 
to  be  several  ruptures  of  the  choroid  surrounding  the 
lower  part  of  the  O.D.  L.  :  details  of  fundus  not  clearly 
«een ;  some  areas,  of  lighter  colour  than  the  rest,  may 
be  choroidal  ruptures;  much  retinal  haemorrhage  still 
present.'' 

The  patient  was  doing  so  well  that  on  the  27th  (thirty- 
one  days)  he  was  taken  across  London  in  a  cab  to  be 
examined  by  the  X  rays  at  St.  Thomas's  Hospital  by  the 
late  Dr.  Barry  Blacker,  who  believed  he  found  evidence 
of  the  presence  of  two  bullets  in  the  postero-superior  part 
of  the  R.  orbit.  Soon  after  being  taken  back  to  the 
Metropolitan  Hospital  the  patient's  head  became  uncom- 
fortable, and,  though  he  still  kept  up  and  about  in  the 
ward,  on  the  80th  his  temperature  rose  to  102"8°  F. 
(39*8°  C),  and  he  had  a  convulsion,  and  rapidly  became 
unconscious.  Later  another  fit  occurred,  with  clonic 
spasms  on  the  right  side,  deviation  of  both  eyes  to  his 
right,  and  then  constant  movements  of  the  right  arm  and 
leg  and  nystagmus;  the  left  limbs  remained  still. 
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On  the  31st  lie  was  comatose,  "with  movements  of  all  the 
limbs,  more  of  the  right  than  the  left,  constant  nystagmus 
and  rotation  of  the  head  to  his  left. 

On  September  1st,  at  2  p.m.,  he  died,  thirty-six  days 
after  the  injury. 

At  the  i)ost-mortem  examination  no  bullets  could  be 
found  after  most  careful  search.  From  the  characters  of 
the  two  wounds  it  was  evident  that  the  one  in  the  left 
temple  was  made  by  the  entry  of  a  bullet,  and  that  in  the 
right  by  its  exit.  The  bullet  had  taken  a  perfectly 
straight  course  betAveen  the  two  wounds,  passing  through 
the  inner  wall  of  the  left  orbit,  smashing  the  ethmoid 
bone,  going  straight  across  the  right  orbit,  and  escaping 
through  the  ragged  wound  which  it  made  outside  [i.  c. 
behind)  the  external  angular  j)rocess  of  the  right  frontal 
bone.  The  track  passed  well  in  front  of  the  optic  chiasma, 
and  there  was  no  injury  either  to  the  brain  or  the  optic 
nerves.  The  left  eyeball  Avas  discoloured  by  gunpowder, 
but  both  eyeballs  were  entire.  The  notes  contain  nothing 
about  discoloration  of  the  right  eyeball.  The  posterior 
part  of  each  eye  was  removed,  together  with  the  whole 
orbital  part  of  each  optic  nerve,  and  preserved  for  exa- 
mination, but  the  dural  sheath  of  the  right  nerve  was 
opened  and  removed  at  the  post  mortem.  Some  blood 
was  observed  in  both  eyeballs  when  they  were  cut  into, 
but  no  more  exact  note  was  made. 

'I'here  was  no  pus  in  the  track  of  the  bullet,  but  under 
the  periosteum  of  the  ethmoid  was  a  bead  of  pus,  and 
there  was  suppurative  meningitis  all  over  both  the  base 
and  vertex  of  the  brain.  The  middle  and  external  ears 
were  examined  and  found  normal. 

From  tlic  above  account  it  is  evident  tliiit  only  one  of 
tlie  two  pistols  took  effect,  vi7..,\\\c  one  ai)plied  to  the  leit 
temple.  l^i-oVjably  the  pistol  fired  into  the  right  temple 
was  loaded  with  powder  only. 

Mr.  Holmes  Spicer,  to  whom  I  ;iim  indebted  foi-  the 
aljove  clinical  and  i>()st-in<n-f('iii  notes,  Nciy  kindly  gave 
me  the  backs  of   the  eyes  last  year,  nnd   I   \\\\\v  cxinnincd 
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tlieiH     carc'fully    sinci.'.       l''or     tlic    excellent     inici-ij-plioto- 
o'raplis   1   liJLVo  to  tli;i  Ilk   Mr.    HerlxTt    l*iii-s(jiis. 

Coiisi(leral)ly  more  ol"  the  left  eyebiill  was  removed 
than  of  tlie  n'<^-lit.  I^otli  specimens  were  piK^kered  and 
the  retime  a  y-ood  deal  detached  and  folded,  as  is  usual  in 
the  hacks  of  eyeballs  removed  post  mortem.* 

The  \j.  after  hardening,  showed  some  blackish  staining 
of  the  tissues  on  the  u})per  surface  of  the  dural  sheath 
close  to  the  eyeball  (?  gunpowder).  '^^I^he  innei*,  or  an- 
terior, surface  (fundus)  of  the  specimen  showed  a  lai'ge 
whitish  area  resembling  in  appearance  sclerotic  exposed 
by  very  extensive  rupture  of  the  choroid,  and  to  this  area 
the  vitreous  was  firmly  adherent.  This  pale  area  lay  to 
the  temporal  side  of  the  O.D.,  and  appeared  to  involve 
the  Y.S. ;  it  formed  a  sort  of  crescent,  concave  towards 
the  O.D.,  broad  at  its  lower  end,  but  finishing  in  a  ])()int 
above  at  a.  spot  that  corresponded  witli  the  })()wder- 
stained  tissue  already  mentioned  near  the  u})per  surface  of 
the  dural  sheath. 

In  the  K.  most  of  the  dural  sheath  of  the  optic 
nerve  and  the  loose  tissue  around  had  been  dissected  off ; 
the  sclerotic  showed  no  adventitious  colouring.  The 
portion  of  fundus  was  too  small  and  puckered  to  show 
anything  distinctive;  but  a  few  mm.  from  the  O.D.  an 
area  was  found  on  which  the  retina  and  choroid  were 
firmly  united,  and  over  a  part  of  this  area  both  these 
united  structures  were  quite  strongly  attached  to  the 
sclerotic.  On  carrying  a  section  through  this  j){irt,  where 
all  three  coats  were  united,  a  small  spot  was  seen  on  the 
cut  edge  of  the  sclerotic,  which  to  the  naked  eye  or  a 
hand  lens  looked  different  in  texture  and  colour  from  the 
rest.  A  precisely  similar  spot,  but  without  such  intimate 
adhesion  of  the  sclera,  choroid,  and  retina,  was  found  also 
in  the  left  eye,  very  near  to  the  gunpowder  stain  above 
described.  At  the  time  I  suspected,  from  the  api)earance 
of   these   spots,    that   they   might   be   the   scars   of   small 

*  But  the  presence  of  considerable  subretinal  ha'morrhage  (see  below) 
proves  that  some  detachment  must  have  occurred  durin<jf  life. 
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perforating  wounds  of  the  sclera,  and  as  it  was  very  im- 
portant to  decide  this  ])oint,  thin  sections  were  made 
through  both  these  quasi-sear  spots.  Sections  w^ere  also 
made  from  the  parts  in  the  left  eye  coloured  by  gunpow^der, 
and  from  two  other   places  in  the   right   and   two   in   the 


Fig.  54. 


c//..;:r:^.7 


(  X  17.)  Rupture  of  choroid  (Ch.)  and  retina  (R.)  with  fibrous 
exudation  (Ex.)  proceeding  from  the  injiired  choroid,  and  passing 
between  Ch.  ancl  R.  (at  II.)  and  over  the  inner  surface  of  R.  (at 
I).     Scl.  Sclerotic.     B.  Blood  extravasations. 

left.      The  sections  from  the  left  eye  included  the  large 
pale  area  above  described. 

The  alterations  are  alike  in  both  eyes,  but  on  the  whole 
attain  a  higher  degree  in  the  left,  /.  e.  the  e3'e  nearest  to 
the  wound  of  entrance.  Several  different  changes  are 
found  occui'iiug  ju  vai-ious  degrees  and  more  or  less 
mixed  togethei-  in  dincicnt  ])ai-ts  of  the  s])ecim('iis,  and 
they  are  seldom,  if  cvci-,  pi-cscnt  in  ihcii*  entirely  in  any 
one  section.      The  principal  changes  are — 


« 
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1.  Ruptures  of  the  clioroid  juid  retiiui  in  both  eyes, 
with  more  or  less  complete  fusicMi  of  the  torn  ed<^es  to 
each  other  and  to  the  sclera  and  vitreous,  by  adhesive 
inflaminatioii. 

2.  Haemorrhage  between  choroid  and  retina  and  between 
retina    and    vitreous  :    these   hooniorrhao-es   are    of    hirsrf- 

Fig.  55. 


A'.._.  .. 
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(  X  55.)  Exudation  from  choroid  {Ch.)  passintr  throuirh  small 
openings  (  x  )  in  its  internal  surface,  and  anialo^amatinif  with 
the  much-altered  retina  (R).     B.  =  Blood  cli>t. 


extent,  and  in  some   places   reach   a    thickness   of  neai-ly 
1  mm.      No  haemorrhage  between  choroid  and  sclerotic. 

8.  Plastic  inflammation,  which  has  produced — (a)  distinct 
layers  of  lamellatcd  fibrous  tissue  lying  between  choroid 
and  retina  and  between  retina  and  vitreous  ;  (/>)  intimate 
adhesion  already  mentioned  between  the  various  parts 
where  rupture  of  clioroid  and  retina  has  occurred ;  (r) 
similarly  close  union,  sometimes  amounting  to  amalgamii- 
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tion,  between  sclerotic  and  outer  surface  of  choroid  and  be- 
tween choroid  and  outer  surface  of  retina  at  various  places 
where  there  is  no  trace  of  rupture ;  {d)  atrophy  of  the 
blended  choroid  and  retina,  with  pigmentation  of  the  latter, 
over  a  portion  of  the  pale  area  in  the  left  eye.  All  these 
conditions,  except  the  last-named,  are  shown  some  well, 
others  less  satisfactorily,  in  Figs.  54,  55,  56,  and  57. 


Fig.  56. 


Ch.      -- 


R. 


Ex. 

Ch. 


(  X  22.)  Short  posterior  ciliary  artery  (A.)  and  nerve  (N.) 
penetrating  sclera  (Scl.)  to  reach  choroid  (Ch.)  ;  the  branches 
of  artery  are  very  large.  R.  =  Retina.  Ex.  =  Layer  of 
fibrous  exudation  (II,  Fig.  54)  growing  from  choroid  and 
spreading  l)etween  it  and  retina. 


4.  There  is  no  trace  of  rupture  or  perforating  lesion  of 
the  sclerotic  in  either  eye,  nor  does  the  sclerotic  show  any 
inflammatory  changes  ;  but  the  discoloration  of  the  tissues 
jnst  above  the  left  optic  nerve  close  to  the  sclerotic  is 
fjiused  by  groups  of  densely  black,  unbleachablo  granules, 
no  doubt  gunpowder  carbon  (Fig.  58),  and  granules  of  the 
same  nature,  but  smallei-  niid  discrete,  arc  fomid  in 
association  witli  many  of  the  smallest  arteries  of  the  inner 


IXDII.'Kcr    (iL'NSllor     IN.III.'Y    OF    liOl'H     KVKS. 


249 


layers  of  the  couti^uous,  adlu'reiil,  and  thickcuod  (.•lior(jid 
(Fig.  5<)),  and  in  the  thick  layer  of  blood  extravasated 
between  choroid  and  retina  in  the  same  nei<>-h!)onrhoo(l 
(Fig.  58,  B)  ;  in  the  latter  sitnation  tliey  ai-e  ])artly  sepa- 
rate, partly  aggregated  within  large  granular  cor])uscles. 
It  is  doubtful    whether   any   of    the    carbon    particles  had 


Fi.i. 


'  h. 


sd. 


(x  22.)  Plastic  choroiditis.  Choroid  (Ch.)  much  thickened  l\v 
interstitial  fibrous  growth,  and  intimately  adherent  to  sclerotic 
(ScL). 


reached  the  retina.  I  found  a  few  in  two  small  retinal 
vessels  near  the  pigmented  extravasation,  but  these  may 
have  l)een  accidental.^ 

Several  other  points  deserve  notice.  Rupture  of  the 
retina  seems,  from  the  appearances,  usually  to  have 
accompanied  rupture  of  the  choroid  ;   but  in  some  sections 

*  No  unbleachable  particles  sire  found  in  the  right  eye. 
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the  outermost  retinal  elements  can  be  discerned  crossing 
the  gap,  and  we  must  therefore  conclude  either  that  the 
total  absence  of  retinal  structure  at  the  seat  of  a  rupture 
is  due  to  absorption  foUoAving  the  exudative  process,  or 
that  though  the  retina  is  less  liable  to  split  from  violence 
than  the  choroid,  it  may  do  so  if  the  shock  be  of  great 
intensity.  Clinical  evidence  points  to  the  latter  as  the 
more  probable  explanation. 

I  have  spoken  of  ha3morrhages  and  new  fibrous  tissue 
between  retina  and  choroid.  I  ought  to  have  said  between 
the  pigment  epithelium  and  limitans  externa  of  the  retina. 
The  epithelium,  when  it  can  be  satisfactorily  made  out,  is 
always  beneath  [i.  e.  behind)  the  blood-clot  or  the  new 
fibrous  layer,  and  in  many  places  the  latter  structure  can 
be  seen  passing  from  the  choroid  through  openings  in  the 
epithelium  (as  in  Fig.  55).  In  one  section  (Fig.  58),  how- 
ever, a  haemorrhage  lies  between  the  pigment  epithelium 
and  the  elastic  lamina  of  the  choroid,  and  it  is  interesting 
to  note  that  this  little  mass  of  blood  is  quite  prominent 
and  globular  in  shape ;  its  ophthalmoscopic  equivalent 
would  probably  be  found  in  the  small,  round,  dark  coloured, 
solitary  haemorrhage,  with  reflecting  surface,  occasionally 
seen  near  the  yellow  spot  in  degenerating  myopic  eyes. 

The  new  fibrous  tissue  appears  to  be  derived  entirely 
from  the  choroid;  it  consists  of  dense  connective  tissue, 
the  fibres  of  which  lie  parallel  to  each  other  and  to  the 
general  ocular  planes,  and  contain  elongated  nuclei.  At 
the  seat  of  a  rupture  of  choroid  and  retina  (Fig.  54)  this 
new  tissue  is  found  in  two  planes  : — (I)  It  pours  through 
the  rupture  on  to  the  inner  surface  of  the  retina,  with 
which  it  is  only  in  loose  contact,  gradually  thinning  off 
and  becoming  blended  with  the  hyaloid  or  outer  surface  of 
the  vitreous  (Fig.  54,  I)  ;  (II)  it  insinuates  itself  between 
the  pigment  epithelium  and  liiuitani^  aj'tcma  of  the  retina 
as  a  distinct  layer,  which  like  (I)  spreads  widely.  At  the 
rupture  (I)  and  (II)  i-iin  together,  but  in  their  extensions 
they  become  somewhat  ditTcrcnt  i;itc(l  in  minor  cliaracters ; 
the    hiycr    (I)     coniiiins    fewer    nuch'i,    iiml,    so   far   as    my 


INDIKKCT    GUNSHOT     IN.Il  l.'Y    OF    liOlU     KVKS. 


251 


sc'cticjiis  sliow,  liiis  no  Ijlocjd-vt'sscls,  altlioiiLili  in  parts  it  is 
permeated  l)y  extravasated  blood,  whilst  (II)  is  more 
nueleated,  contains  small  blood-vessels  and  some  ])i<^ment. 
The  layer  (II),  ])et\veen  retina  and  clioi-oid,  is  not  con- 
fined to  tlie  ])laces  where  there  is  ru])tni"e  of  choroid  and 
retina,  but  is  found  in  other  parts  also,  and  is  then  seen  to 

Fig.  r>8. 
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(  X  10.)  Particles  of  carbon  (C)  in  the  loose  orbital  tissues 
just  behind  sclera  (ScL)  of  L.  eye.  Smaller  particles  are 
present  in  the  sub-retinal  blood-clot  (li.).  but  cannot  be  seen 
without  nun-e  nia^'nification.  Ch.  =  Choroid.  R.  =  Hetina. 
(Bleaclu'd  section.) 


be  derived  from  the  choroid  by  way  of  small  o])eninLrs 
in  the  latter,  which  involve  only  the  inner  surface,  and 
are  evidently  of  infl:immatory,  not  traumatic,  orig-in 
(Figs.  55  and  60).  These  various  eruptions  of  exu(hi- 
tion  spread  laterally,  and  appear  to  meet  with  and  join 
similar  ones  from  other  "craters"  of  origin,  and  thus  we 
get,  as  the    actual    condition,    large   sheets   of   xhv    fibrous 
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tissue  attached  intimately  to  the  choroid  at  spots  here  and 
there,  but  separated  from  it  hy  the  pig-ment  epithelium  in 
the  intervals  (Fig.  56).  Its  relation  with  the  outer  surface 
of  the  retina  {limitans  externa)  is  also  for  the  most  part 
one  of  mere  contact,  but  occasionally  it  forms  adhesions, 
which  blend  with  the  retinal  structure.  Unlike  the  layer 
(I),  which  merges  gradually  into  the  outer  surface  of  the 
vitreous,  this  subretinal  layer  (IT)  terminates  by  a  sharply- 
defined,  tongue-like  edge  (Fig.  60),  which  is  often  more 
nucleated  than  the  other  parts,  as  if  it  were  still  extending. 
These  sheets  of  exudation  (II)  attain  a  thickness  of  0*25 
to  0*3  mm.  They  are  without  doubt  the  counterpart  of 
the  large  white   or   greyish   patches   of   permanent   tissue 

Fig.  59. 


Minute  black  particles,  presumably  carbon,  lying  just  within 
the  lumen  of  small  choroidal  vessels.  From  the  choroid 
underlying  the  extravasation  B  in  Fig.  58.     Bleached  section. 


sometimes  seen  ophthalmoscopically  after  severe  idiojmthic 
choroiditis.  Though  the  exudation  in  our  present  case  is 
often  in  contact  Avith  blood-clot  and  sometimes  contains 
blood  in  its  layers,  no  transition  of  blood-elements  into 
fibrous  structure  can  be  traced.  The  exudation  (I)  seems 
to  be  identical  in  structure  and  in  its  relation  to  the  inner 
surface  of  the  retina  with  the  new  tissue  formed  in  that 
situation  after  wounds  of  retina  and  choroid,  as  described 
by  Mr.  Parsons  in  his  ])a])er  on  the  "  Healing  of  Wounds 
in  the;  Retina,  Choroid,  and  Sclera.""^  But  the  layer  (II) 
between  tlie  choroid  and  retina  does  not  seem  to  have 
])een  pres(mt  in  Parsons'  s])ecimens. 

Tlie  choroid  in  pai'ts  free  from  the  above  gross  changes 

•   ParsonH,  Roy.  Loud,  (fjifi.  Hnsji.  Ueim.,  xv.  iii,  ]).  215,  lOOIJ. 
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usually  presents  extreme  venous  congestion,  and  is  j)ro- 
])iib]y  cedeinatous.  The  i-etiini  is  variously  folded,  thick- 
ened, ])igniented,  and  otherwise  altered,  and  no  trace  of 
rods  and  cones  can  be  seen  ;  some  of  tliese  conditions  ai-c 
doubtless  due  to  post-mortem  change  and  manipulaticjn. 

The  large  ])ale  area  in  the  lower-outer  part  of  the  left 
fundus  shows  on  part  of  its  extent  a  considerable  ru])ture 
with  exudation,  whilst  at  parts  the  retina  and  choroid, 
though  both  present,  are   atrophied  and  represented  by  a 
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(  X  100).  Fibrous  exiulfition  (correspondino-  to  II  in  Fi<j:.  o  t  and  E.*;. 
in  Fig".  50)  which  has  g-rown  through  an  opening-  in  the  choroid 
and  spread  between  pigment  epithelinni  and  liniitans  externa  of 
retina.  It  is  doubtful  whether  the  opening  in  tlie  choroid  is  the 
result  of  traumatic  rupture  or  inflammatory  perforation. 

thin  layer  of  fibrous  structure  with  scattered  pigment,  and 
no  exudation. 

The  short  posterior  ciliary  arteries  where  they  perforate 
the  sclerotic  to  supply  the  choroid  are  very  much  enlarged, 
and  it  is  at  or  near  these  spots  that  the  plastic  inflam- 
matory changes  are  most  pronounced  (Fig.  56).  These 
arterial  passages  in  th(^  sclerotic  correspond  to  the  spots 
already  mentioned  as  looking  to  the  naked  eye  like  scars 
of  small  perforating  wounds.  Comparison  with  the 
corresponding   places   of    (Mitrance    of   arttn-ies  in    healthy 
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eyes  shows,  however,  au  essential  similarity,  the  only 
difference  being  in  the  greater  size  and  tortuosity  of  the 
arteries  in  the  gun-shot  specimen  and  the  consequent 
enlargement  of  the  canal.  This  enlargement  of  arterial 
supply  is  sufficiently  explained  by  the  hyperplastic 
changes  in  the  choroid. 

The  optic  nerves — not  examined  for  degenerative 
changes  by  special  methods — showed  no  definite  changes, 
but  I  think  contained  some  excess  of  nuclei ;  the  pial  and 
arachnoid  sheaths  of  the  left  nerve  were  certainly 
thickened. 

Though  the  intra-ocular  inflammation  in  these  specimens 
was  entirely  plastic,  without  either  symptoms  or  micro- 
scopical appearances  of  suppuration,  and  therefore  cannot 
be  looked  upon  as  the  result,  either  direct  or  indirect,  of 
the  introduction  of  micro-organisms — even  were  such  an 
infection  at  all  probable  in  the  absence  of  wound  of  the 
sclerotic, — still  the  migration  of  particles  of  carbon  from, 
we  may  say,  Tenon^s  space  into  the  interior  of  the  globe 
by  way  of  the  minute  choroidal  vessels  is  interesting  in 
relation  to  the  occasional  incidence  of  suppurative  pan- 
ophthalmitis in  the  course  of  orbital  cellulitis.  The 
meningitis  was  doubtless  due  to  infection,  transmitted 
from  the  air-passages,  by  way  of  the  damaged  ethmoid 
bone.  {November  19th,  1903.) 

The  President  said  cases  of  absolute  blindness  of  that 
nature  were,  of  course,  necessarily  very  rare,  and  he  did 
not  remember  any  case  which  had  been  so  completely  and 
carefully  examined  as  that  had.  '^J'here  was  a  case  at 
University  College  Hospital  a  few  months  ago  in  which  a 
man  shot  himself  through  one  temple,  and  the  bullet 
came  out  in  the  inner  canthus  of  the  other  eye.  He  was 
not  able;  to  ninkc  nii  ophthalmoscopic  examination,  as 
there  was  so  much  bruising  of  tlie  tissues.  The  eye  w;is 
blind,  and  he  feared  he  had  now  lost  sight  of  the  man. 
He  thought  there  wns  no  evidence  (jf  the  destruction  of 
the  optic  nerve. 
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2.   A  case  of  traiuaatlr  aniridia  [rujhf). 
By  Arnold  Lawson. 

Thk  patient  first  came  to  the  Royal  London  ()))litlialniic 
Hospital  in  July,  1901,  suffering  from  the  effects  of  an 
explosion  of  powder  from  a  gun.  He  had  been  cleaning 
the  gun  and  put  in  some  powder  to  try  it,  with  the  result 
that  the  powder  blew  out  through  the  breech  into  his  face. 

There  was  a  small  punctured  wound  of  the  right  globe 
on  the  outer  side,  a  quarter  of  an  inch  behind  the  lirubus  of 
the  cornea.  No  foreign  body  could  be  made  out  in  the 
globe  by  X  rays,  and  it  was  doubtful  if  perforation  had 
occurred.  There  was  considerable  ha3niorrhage  in  the 
retina  about  the  site  of  the  wound,  the  vitreous  w^as  hazy, 
and  there  was  a  large  retinal  detachment  downwards. 
V  =  fingers  at  1  metre.  There  was  a  good  deal  of 
resulting  congestion  of  the  eye  which  gradually  quieted 
down.  Two  months  later  the  eye  was  quite  quiet,  but 
there  was  a  large  mass  of  white  exudate  in  the  retina 
opposite  the  wound,  and  the  vitreous  was  occupied  witli 
large  and  heavy  opacities.  At  this  time  the  iris  was 
intact,  and  the  lens  in  situ. 

The  patient  was  not  seen  again  for  sixteen  months. 
He  then  came  to  the  hospital  saying  that  on  the  previous 
day  he  had  been  pitched  out  of  a  barrow,  and  had  fallen 
on  to  his  right  side,  striking  the  right  tenq)le  a  severe 
blow.  There  was  much  contusion  about  the  right  side  of 
the  head,  and  the  right  eye  was  much  congested  and  full 
of  blood.  The  latter  prevented  any  examination  of  the 
condition  of  affairs  within  the  eye.  He  was  ])ut  on  atro- 
pine and  hot  fomentations,  and  the  eye  was  tied  u})  witli 
instructions  for  him  to  come  again  within  a  week.  How- 
ever, he  did  not  ctnne  again  foi-  iMght  months,  and  when 
he  did  appear  the  condition  was  practically  as  it  is  now. 

Present    condition. — No    trace    of    the    iris    can  be  seen 
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except  over  a  small  segment  inwards  "svliere  a  narrow 
jagged  remnant  still  adheres  to  the  ciliary  body.  The 
lens  is  qnite  transparent,  and  its  position  is  made  out  with 
some  difficulty,  but  with  oblique  illumination  from  the 
inner  side  its  edge  can  be  clearly  seen,  and  on  this  side 
the  fibres  of  the  suspensory  ligament  are  plainly  dis- 
cernible as  they  cross  to  the  equator.  Elsewhere  neither 
the  edge  of  the  lens  nor  the  suspensor}'  ligament  can  be 
made  out,  and  it  is  evident  that  it  is  subluxated  backwards, 
its  outer  edge  being  turned  back  into  the  vitreous 
chamber,  whilst  there  also  seems  to  be  a  general  sinking- 
back  wards  of  the  lens  as  a  whole.  The  fundus  reflex  is 
almost  abolished  but  a  yellowish  reflex  on  the  outer  side 
marks  the  spot  where  inflammatory  exudates  Avere  first 
noticed  over  two  years  ago,  and  at  the  bottom  of  the  vitreous 
chamber  behind  the  lens  is  a  yellowish-white  mass  with 
blood  vessels  plainly  discernible  coursing  over  it,  which 
may  represent  the  degenerated  retina  which  was  previously 
noted  to  be  detached  in  this  situation.  Where  the  iris 
may  be  is  a  matter  of  conjecture.  It  may  be  lying  curled 
up  somewhere  on  the  outer  side  out  of  view,  or  possibl}^  it 
may  be  represented  by  the  w^iitish  membrane  already 
mentioned  which  lies  at  the  bottom  of  the  vitreous  chamber. 
It  is  scarcely  conceivable  that  it  should  have  been  so  com- 
pletely absorbed  as  to  leave  no  traces  of  its  presence.  The 
most  probable  explanation  is,  I  think,  the  first  mentioned, 
as  it  is  in  this  situation  that  the  effects  of  the  injuries 
which  the  eye  has  sustained  are  most  marked.  Here 
the  suspensory  ligament  is  torn  and  the  lens  dislocated 
Ijackwards  so  that  the  iris  might  be  hidden  away,  heaped 
up  into  a  small  space  and  so  altered  in  structure  and 
appearance  that  its  presence  could  not  be  accurately 
determined.        {Card  i^pecimni.      Fehnianj  lltli,  1904.) 

The  President  asked  what  was  the  nature  of  the  injury. 

Mr.  Parsons  replied  that  there  were  two  injuries.  'J1»e 
important  j)oiut  was  that  Mr.  Ijnwsmi  lind  ]nit  out  of  court 
the  question   of    congenital   aniridia,  lie   was  certain   there 
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was  an  ii'is  tlicrc.  Sn}).sequeiitly  he  saw  tlio  caso  aftor  tlie 
second  injuiT,  niid  tlio  iris  had  disappciu-cd,  jiiid  the  Iciis 
was  sublnxated.  After  the  second  accident  th{?  eye  was 
in  tlie  same  condition  as  at  present.  There  was  no  iris 
to  be  seen  except  a  small  jago-od  edcro  of  it  at  tlie  pci-i- 
pliery  at  one  part.  The  suspensory  liofament  was  very 
obvious  on  that  side. 

Dr.  A.  Ogilvy  said  he  had  the  misfortune  to  be  associ- 
ated with  a  similar  case  some  years  ago.  'J^he  patient  was 
a  woman  who  had  her  cornea  perforated  with  the  point 
of  scissors.  'J'here  was  prolapse  of  the  iris,  and  when  the 
surgeon  endeavoured  to  excise  the  prolapse,  although  the 
iris  was  well  cocainised,  the  woman  flinched  violently  and 
the  whole  iris  was  torn  away  from  its  attachment.  He 
floated  it  out  in  water  afterwards,  and  the  complete  iris 
could  be  seen.  He  had  the  opportunity  of  watching  the 
patient  for  a  year  afterwards,  but  she  never  had  the  least 
trouble  from  the  loss.  There  was  no  photophobia,  even 
in  bright  sunlight,  and  her  vision  became  -^-^-,  and  she 
could  read  fairly  well,  i.  e.  J.  4. 

Mr.  Parsons  said  the  chief  interest  in  the  case  was  that 
the  iris  was  seen  after  the  first  injury,  and  then  mys- 
teriously disappeared,  without  having  been  injured.  I'he 
question  was  where  the  iris  had  gone  to ;  it  must  have 
got  tucked  in  somewhere. 

The  President  said  the  two  cases  were  quite  difFerent. 
He  had  twice  seen  the  whole  iris  pulled  away  in  operation 
for  iridectomy.  In  one  case  the  patient  flinched  and  the 
surgeon  held  on  to  the  iris.  On  another  occasion  it  was 
torn  away  on  account  of  the  scissors  being  blunt.  The 
surgeon  was  bidding  the  iris,  and  asked  the  assistant  to 
snip  off  the  protruding  piece,  and  the  iris  folded  under 
the  blade  of  the  scissors,  the  patient  gave  a  jump,  and 
the  iris  came  away.  In  both  cases  the  operation  was 
done  for  glaucoma,  and  was  very  efficient,  the  patients 
never  suffered  from  inconvenience  from  the  absence  of 
the  iris.  He  clearly  remembered  one  case  of  traumatic 
aniridia.      The    patient   simply   had  a   blow  upon  the  eye, 
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and  bit  by  bit  the  iris  gradually  disappeared,  until  in 
the  end  there  was  only  a  tiny  nodule  to  be  seen  at  one 
spot.  Where  the  iris  went  he  did  not  know.  The  case 
was  watched  for  months.  , 

Mr.  Treacher  Collins  suggested  that  the  probable 
cause  of  the  disappearance  of  the  iris  in  the  present  case 
was  that  the  ligamentum  pectinatum  had  been  ruptured. 
He  had  brought  before  the  Society  ^  the  case  of  a  boy 
who  had  a  blow  from  a  descending  rocket  stick  on  his 
eye,  and  where  a  la,rge  portion  of  the  iris  had  disappeared 
after  the  injury.  The  eye  had  been  excised,  and  on 
section  of  it  it  was  found  that  the  ligamentum  pectinatum 
had  been  ruptured  in  its  entire  circumference.  B}^  that 
means  the  ciliary  muscle  had  lost  its  most  fixed  point  of 
attachment,  so  that  on  contraction  it  drew  back  the  iris 
beyond  the  corneal  margin.  Moreover  the  anterior  ciliary 
arteries,  which  pass  through  the  anterior  part  of  the 
sclerotic  to  get  to  the  ciliary  body,  were  torn  through,  so 
that  the  iris  was  deprived  of  its  blood-supply,  and  shrank, 
partly  disappearing,  for  that  reason. 


3.    Retinal  changes  one  lueeh  after  contusion  of  the  eyeball. 

By  Reginald  E.  Bickerton. 

History. — The  patient,  jet.  10  years,  whilst  playing 
football  on  Good  Friday,  was  struck  on  the  left  eye  by 
the  football,  nmch  dirt  getting  into  the  eye  at  the  time, 
l)iit  no  wound  of  either  conjunctiva  or  globe  resulting. 
Immediately  after  the  blow  everything  seemed  to  him 
bluiTod,  and  he  found  he  could  not  see  nearly  as  well  as 
he  could  before;  ;  Ik;  attributed  this  to  the  dirt  having  got 
into  his  eye.      'J'hisdid  not  clear  up,  and  on  the  Thursday 

*   Ophih.  Hoc.  Trans.,  vol.  xii,  p.  1H5. 
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following  (six  (lays  after  the  accidoiit)  lio  came  to  Moor- 
fields  Hospital. 

Externally  the  appearance  and  the  movements  of  the 
left  eyeball  ai'e  noi'nuil.  The  ])iipil  acts  normally,  thoii<^h 
perhaps  rather  more  slugo-jshly  than  in  the  other  eye. 
The  iris  itself  is  sh*o;ht]y  trenmlous ;  the  lens  (piite  clear 
and  not  dislocated. 

Ophthalmofico'picnlly. — The  vitreous  is  clear,  the  disc  of 
a  good  colour,  and  the  retinal  vessels  noi'nial  everywhere 
excepting  in  one  spot.  In  the  upper  and  outer  (piadrant 
of  the  fundus  extending  from  the  disc,  including  the 
macula  and  a  short  space  below  it,  there  is  a  large  patch 
dotted  over  with  fine  pigment  and  appearing  white  in 
places ;  dots  of  pigment  adhere  to  the  wall  of  the  superior 
temporal  vein.  Above,  the  patch  merges  gradually  into 
the  normal  fundus,  upwards  and  outwards  it  extends  to 
the  extreme  periphery;  while  below,  the  line  of  demarcation 
of  the  patch  is  more  distinct,  and  more  pigment  is  to  be 
seen  here  than  in  any  other  part.  The  retina  below  is 
oedematous  with  white  vertical  streaks,  and  over  this  part 
the  pigment  is  absent.  No  rent  appears  in  the  retina, 
nor  are  any  streaks  indicative  of  rupture  of  the  choroid  to 
be  seen.  Over  the  patch  the  retina  appears  to  be  raised 
above  the  level  of  the  surrounding  unaltered  retina,  but 
still  more  so  just  below  the  patch  where  the  oedema  is 
present.  This  oedema  of  the  retina  excludes  the  possibility 
of  the  patch  being  of  old  standing,  and  the  patient  is  very 
certain  that  the  sight  in  this  eye  was  equal  to  that  of  the 
other  before  the  accident ;  at  the  present  time  the  vision 
of  the  right  is  §,  while  that  of  the  left  is  a  bare  -^Aq. 

The  injury  took  place  on  April  1st,  the  patient  attended 
for  the  first  time  on  April  7th,  and  the  drawing  was  made 
on  May  2nd ;  the  condition  is  the  same  as  it  was  on  his 
first  examination. 

A  case  very  similar  to  this  was  shown  before  the  Society 
by  Mr.  Hutchinson  in  1889,  and  is  recorded  in  vol.  ix  of 
the  Transact  ions.  Another  case  is  mentioned  in  the 
Oplithahnic  Hospital  Reports  of   187G,  in  the  pathological 
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report  of  an  eye  injured  by  a  blow  and  subsequently 
removed  patches  of  pigment  in  tlie  central  region  having 
been  found. 

The  changes  in  the  retina  described  by  Berlin  in  con- 
sequence of  contusions  of  the  eyeball,  are  confined  to 
rieeting  appearances  af  oedema  at  or  round  the  macula, 
but  no  mention  appears  to  be  made  of  pigment. 

(Card  specimen.      May  bth,  1904.) 


4.    Rup)ture  of  choroid  {right). 
By  Charles  Blair. 

W.  H.  M — _,  aet.  16  j^ears,  came  to  the  Richmond 
Hospital  on  April  9th,  1904,  with  a  history  of  having  been 
struck  half  an  hour  previously  by  a  piece  of  wood  while 
chopping.  He  was  then  found  to  have  an  extensive  abra- 
sion of  the  corneal  epithelium  of  the  right  eye,  and  was 
treated  accordingly.  Two  days  later  he  was  seen  by  the 
Junior  House  Surgeon,  who  found  the  anterior  chamber 
filled  with  blood,  and  therefore  "admitted  him  into  the 
wards.  The  blood  in  the  anterior  chamber  disappeared 
in  the  course  of  a  week,  and  the  fundus  became  visible  a 
few  days  later.      The  present  condition  was  then  found. 

At  a  distance  of  little  more  than  a  papilla-diameter 
from  the  disc  is  a  white  angular  band,  evidently  produced 
by  a  laceration  of  the  choroid,  and  a  little  further  out  a 
long  crescentic  white  band,  with  its  concavity  towards  the 
disc,  and  still  further  out  two  small,  irregular,  white 
])atches,  all  apparently  caused  by  the  same  injury. 

There  is  a  complete  central  scotoma,  l)ut  the  ])(M'iph(>rjil 
vision  is  faii-ly  good.  J^efore  the  accident  the  \  ision  of 
the  i-ight  eye  was  as  good  as  tlu;  left. 

{Card  specimen.      Maij  '')fh,  1904.) 
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APPLIANCES. 

1.    Opviation  for  ectroinon. 
By  W.  Fkeeland  Fergus. 

I  WISH  to  bring-  before  your  notice  a  very  simjile  and 
at  the  same  time  efficient  method  of  operating  on  tliose 
cases  of  ectropion  whicli  are  due  to  hypertro])hy  of  the 
tissues  near  the  free  margin  of  the  lid  brought  about  by 
old-standing  blepharitis  marg'inalis. 

So  far  as  I  have  consulted  the  text-books  in  ordinary 
use  I  have  not  been  able  to  find  any  similar  method  pro- 
posed, but  as  it  is  so  simple  and  so  self-obvious  I  would 
not  be  surprised  to  find  that  it  had  already  been  used  by 
some  surgeons  either  in  this  country  or  abroad. 

Every  ophthalmic  surgeon  is  acquainted  with  the  kind 
of  case  to  which  it  is  applicable.  In  certain  cases  of 
blepharitis  marginalis  of  old  standing  the  free  margin 
becomes  thickened  and  rounded,  the  lacrymal  punctuni 
becomes  more  or  less  obliterated  and  the  cilia  fall  out. 
Along  with  these  changes  there  is  always  a  certain  degree 
of  ectropion,  there  is  eversion  of  the  lower  eyelid  and 
with  it  eversion  of  the  inferior  punctum. 

The  methods  of  treatment  hitherto  in  vogue  are  well 
known.  The  hypertrophied  tissue  is  generally  attacked 
by  caustics  such  as  cupric  sulphate,  probes  are  })assed  for 
the  purpose  of  restoring  the  patency  of  the  lacrymal 
passages,  and  not  infrequently  operations  are  performed 
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for  the  purpose  of  shortening  the  eyelid  so  as  to  correct 
the  eversion. 

Now,  if  such  an  e3x4id  be  carefully  looked  at  it  will 
generally,  if  not  invariably,  be  found  that  the  two-thirds 
of  the  eyelid  from  the  retrotarsal  fold  towards  the  free 
margin  are  comparatively  healthy.  The  outer  third  alone 
is  diseased.  The  operation  which  I  perform  is  simply  the 
excision  of  the  diseased  tissue.  To  effect  this  an  incision 
is  made  through  the  conjunctiva  from  the  inner  to  the 
outer  canthus  so  as  to  separate  its  healthy  from  its  diseased 
portion.  With  forceps  and  scissors  the  conjunctiva 
covering  the  healthy  portion  of  the  eyelid  is  freed  from 
the  underlying  structures  right  down  to  the  region  of  the 


The  annexed  diagram  roughly  represents  in  section  the 
conditions  of  the  operation.  At  a  is  the  incision  through 
the  conjunctiva  separating  the  healthy  from  the  diseased 
l^ortion.  The  line  h  indicates  the  separation  of  the  con- 
junctiva from  the  underlying  structures,  while  c  is  the 
part  removed  by  dissection. 


retro-tarsal  fold.  The  hypertrophied  tissue  is  next  excised 
throughout  its  entire  extent  so  as  to  restore,  as  it  were, 
the  original  margin  of  the  lid,  and  finally  the  conjunctiva 
is  drawn  up  and  secured  by  a  few  points  of  suture  to  the 
margin. 

The  success  of  the  operation  entirely  depends  upon  the 
thoroughness  with  which  the  excision  of  the  hypertropliied 
tissue  is  carried  out.  It  cau  be  made  painless  by  the  free 
use  of  cocaine,  and  almost  bloodless  by  the  application  of 
adrenalin  chloride.  Tlie  only  additional  treatment  neces- 
sary is  to  restore,  as  far  as  possible,  the  lachrymal  pas- 
sages by  dilation. 

An  ther  operation   fur  llie  same  condition   is  Snellen^s 
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suturu  operation.  It  se(;ins  to  me  tliiit  wlieii  we  lisive 
perfect  sterility  of  the  tissues  and  of  the  thread,  sutures 
may  bo  introduced  with  impunity,  but  only  in  tliese  con- 
ditions ;  I  have  seen  severe  abscess  of  tlie  eyelid  follow 
their  introduction. 

Regarding"  the  introduction  of  sutures,  in  general,  it 
may  be  said  that  if  they  are  used  in  a  proper  aseptic  state 
that  they  will  not  cause  cicatricial  bands  to  form.  Hence 
the  disappointment  which  many  ophthalmic  surgeons  have 
experienced  in  operations  for  ptosis  when  the  introduction 
of  sutures  is  supposed  to  cure  the  condition  by  the  forma- 
tion of  cicatrices.  Novemhcr  19th,  1903. 

The  Pkesident  thought  it  a  very  good  operation  for 
ectropion,  but  asked  whether  there  was  much  difHculty  in 
dissecting  the  conjunctiva  from  the  lid. 

Mr.  Secker  Walker  said  he  had  several  times  seen  the 
late  Mr.  Hewetson  do  precisely  the  same  operation  as 
that  described  by  Dr.  Fergus.  It  gave  better  results 
than  any  he  had  seen  for  that  defect.  He  did  not 
remember  that  Mr.  Hewetson  nuide  the  first  section 
between  the  diseased  and  the  healthy  part ;  he  began  at 
the  edge  of  the  lid  and  dissected  the  conjunctiva  back- 
wards until  he  thought  he  had  dissected  sufficient  ofl", 
then  he  cut  it  away  with  scissors,  and  brought  up  the 
loosened  membrane  and  stitched  it  to  the  edge  of  the  lid. 
None  of  the  cases  he  (Mr.  Walker)  saw  could  be  considered 
quite  perfect,  but  the  operation  gave  a  very  fair  repre- 
sentation of  a  healthy  lid. 

Mr.  G.  W.  Koi.i,  said  he  had  always  found  the  electric 
cautery  very  efficacious  for  that  form  of  ectropion,  used 
at  right  angles  to  the  lid,  in  three  or  four  different 
straight  lines.  He  believed  it  was  quite  as  useful  as  the 
excision  method. 
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2.   Cataract  couching. 
By  Major  H.  Smith,  M.D.,  I.M.S. 

Couching  of  the  cataractous  lens  is  probably  as  im- 
memorial in  the  East  as  is  the  inoculation  of  the  smallpox 
virus,  possibly  much  more  so,  and  I  presume  that  it  was 
introduced  into  Europe  from  the  East  as  was  the  inocula- 
tion of  the  smallpox  virus.  In  India  at  the  present  time 
there  exists  the  caste  of  lens  couchers — rawals — who 
travel  over  the  country  couching  cataractous  lenses,  and  I 
know  one  of  them  who  comes  to  southern  Europe  every 
summer  at  the  present  time  to  perform  this  operation,  and 
from  all  appearance  he  must  be  doing  well  from  a  money 
point  of  view. 

We  may  look  on  couching  the  cataractous  lens  as  a 
very  retrograde  proceeding,  though  we  find  it  seriously 
brought  before  the  British  Medical  Association  Meeting 
of  1901  by  Mr.  Henry  Power,  and  an  article  published  on 
it  in  the  Ophthalmic  Review,  April,  1903,  by  Major 
Maynard,  Indian  Medical  Service,  who  gives  no  very 
decided  opinion  as  to  its  merits  when  compared  with 
extraction,  yet  who  leaves  it  to  be  inferred  that  he  is  on 
the  whole  an  advocate  of  the  operation.  Such  inference 
has  been  drawn,  and,  so  far  as  I  know,  has  not  been 
challenged ;  considering  that  in  Europe  our  opportunities 
for  observing  the  results  of  this  operation  are  very  small 
indeed,  it  might  be  interesting  to  have  the  results  of  my 
observations  extending  over  several  years  in  the  neigh- 
Ijoiirliood,  which  is  the  headquarters  of  the  rawals  of 
India,  and  having  had  charge  in  that  neighbourhood  for 
several  years  of  tlie  lai'gest  ophthalmic  hospital  in  tlie 
woi-ld  as  fai"  as  cataract  is  concerned. 

Tlicrc!  iiiiglit  liavc  Ix'on  a  justification  for  the  operation 
lilty  years  ago,  wlicn  making  a  large  0})cn  wound  in  the 
eye  was  a  serious  matter,  but  at  the  present  time  when 
we  can  extract  cataract  without  fear  of  sepsis  the  justiti- 
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cation  for  coiicliiii^"  with  a  jjroljc  })iiiictiire  lias  passed 
away  unless  it  can  show  better  results.  There  is  no  year 
in  which  1  do  not  see  over  100  cases  which  have  been 
submitted  to  couching.  I  am  satisfied  that  the  vast 
majority  of  them  go  bad  immediately,  either  from  sup})ura- 
tion  or  iridocyclitis,  and  I  am  disposed  to  think  more  from 
iridocyclitis  than  from  suppuration.  A  large  ]iroportion 
of  the  remainder  are  but  iuij)erfectly  couched,  a  portion  of 
the  suspensory  ligament  being  left  undetached,  the  result 
being  that  the  lens  floats  up  on  this  as  on  a  hinge  to  its 
original  position  behind  the  pupil,  which  causes  the  patient 
to  come  to  hospital  to  have  it  extracted.  The  few  cases 
which  look  perfect  I  can  imagine  being  regarded  as 
miraculous.  The  eye  has  been  touched  and  the  blind 
patient  sees,  and  I  have  no  doubt  but  that  he  sees  better 
for  a  short  time  after  the  operation  than  a  case  of  ex- 
traction would  if  the  capsule  be  left  behind.  This  is  the 
class  of  couched  lenses  which  is  of  real  interest  to  us  as  if 
we  proceed  to  do  the  operation  this  is  the  best  we  could 
aspire  to  attain  by  the  operation.  In  this  class  my  obser- 
vation is  that  while  the  eye  looks  beautiful  there  follows 
a  slow  and  steadily  progressive  degeneration  of  the 
vitreous,  and  of  the  retina  such  as  we  see  in  retinitis 
pigmentosa  sine,  pigmento,  which  leaves  vision  in  the  least 
rapid  cases  very  poor  at  four  years  after  the  operation, 
and  a  few  years  further  on  leaves  no  vision  at  all.  This, 
in  my  observation,  is  the  invariable  sequence  ;  there  nuiy 
be  exceptions — I  have  not  seen  them,  they  must  be  few. 

Assuming  that  suppuration  can  be  avoided  by  doing  the 
operation  aseptically,  from  the  large  ]n'oportion  of  cases  of 
irido-cyclitis  which  follow,  presumably  from  the  dislocated 
lens  acting  violently  as  a  foreign  body,  and  the  progressive 
degeneration  of  the  retina  which  follows  in  the  best 
results,  presumably  from  the  lens  acting  un'ldh'  as  a 
foreign  body,  I  am  of  opinion  that  lens  couching  at  the 
present  time  is  an  operation  which  should  not  be  ])ractised 
outside  the  ranks  of  charlatans. 

As  to  the  operation,  it  is  far  from  being  a  simple  one. 
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The  object  of  the  coucher  is  to  completely  dislocate  the 
lens  and  to  drop  it  down  behind  the  iris.  A  clumsy 
operator  often  ruptures  the  lens  capsule  and  goes  no 
further — with  evident  results.  It  is  no  easy  matter  to 
completely  dislocate  the  lens,  and  in  my  observation  the 
partial  dislocation  is  more  frequent  than  the  complete 
dislocation  in  the  hands  of  adepts  in  the  art. 

{February  Uth,  1904.) 


3.   Trichiasis  and  the  operations  for  trichiasis. 
By  Mr.  W.  E.  Cant  (Jerusalem). 

In  those  countries  where  conjunctival  disease,  in  both 
acute  and  chronic  forms,  abounds  it  would  be  naturally 
expected  that  trichiasis,  being  a  direct  result  thereof, 
would  be  especially  prevalent. 

Egypt  has  a  well-known  reputation  for  this  class  of 
disease ;  and  Palestine,  especially  in  its  southern  portion, 
where  it  forms  a  continuity  of  country  with  Egypt,  appears 
to  be  equally  affected  by  it. 

Although  ophthalmic  surgeons  practising  at  home  are 
well  aware  of  this  fact,  none  who  have  not  had  actual 
experience  in  these  countries  would  be  prepared  to  realise 
the  extraordinary  predominance  these  disorders  obtain  in 
ophthalmic  practice  there. 

Taking  the  statistics  of  the  British  Ophthalmic  Hospital 
in  Palestine,  for  example  those  of  the  last  annual  report, 
it  is  found  that  of  the  total  entry  of  out-patients,  number- 
ing 6002,  5050  are  classified  under  diseases  of  the  lids, 
conjunctiva,  and  cornea,  those  of  the  cornea  l)cing  mostly 
secondary  to  those  of  the  former  ;  imd  the  very  large 
majority  of  all  are  the  outcome,  directly  or  sequentially, 
of  the  acute  ophthalmia  and  the  chronic  conjunctivitis  with 
marked  organic  changes  which  specially  prevail. 
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The  sjiiiu;  roiiwirks  Ji))|)ly  as  to  tlic  pi-cvalciicc  of  trichiasis 
itself.  I)iirin<^  tlio  i)ast  fifteen  and  a  lialf  years  (iiiriii«^ 
which  eases  have  been  systematically  registered  and 
statistics  carefully  kept  at  the  same  lios])ital,  of  the  08,000 
and  odd  eases  entered,  no  less  tlian  12/200  liad  trieliiasis, 
a  proportion  of  ahout  one  in  fivt;  and  ;i  half,  a  strikin*^ 
contrast  indeed  to  that  which  would  be  found  at  any 
ophthalmic  hospital  at  home.  It  is  true,  however,  that 
patients  come  from  all  the  districts  around  especially  to 
have  something  done  for  their  trichiasis ;  nevertheless,  its 
prevalence  is  extraordinary. 

During  the  same  period  the  number  of  lids  which  have 
been  operated  upon  at  the  hospital  amounts  to  11,880,  but 
great  numbers  of  patients,  owing  to  want  of  accommo- 
dation or  of  time  to  attend  to  them,  have  been  sent 
away  without  operation.  In  age,  the  patients  have  been 
as  young  as  four  and  as  old  as  eighty  or  more,  even  in 
the  very  young  the  chronic  changes  in  the  lids  producing 
the  trichiasis  being  developed.  More  commonly  than  not 
both  upper  lids  are  affected,  and  in  many  cases  one  or 
both  lower  as  well.  The  surgical  treatment  of  trichiasis 
has' therefore  of  necessity  played  a  prominent  part  in  the 
work  of  the  hospital,  more  so,  indeed,  than  all  the  rest  of 
the  operative  work  put  together,  and  has  become,  as  it 
were,  the  routine  of  the  operation-room. 

All  the  cases  have  been  done  under  general  anaesthesia 
on  account  of  the  painful  tediousness  of  the  operations. 
It  has  therefore  been  my  fate  to  deal  with  great  numbers 
of  these  cases  ;  and  it  is  hardly  possible  that  in  doing  so 
one  should  not  form  some  opinion  as  to  the  most  efficient 
methods  of  operation,  and  should  gain  fresh  practical  ideas 
as  how  best  to  carry  them  out. 

Although  trichiasis  exists  under  more  than  one  form, 
the  one  great  cause  are  those  organic  changes,  ]ireviously 
referred  to,  which  occur  in  the  conjunctiva  and  involve 
the  tarsus  itself,  the  results  of  oft-rej)eated  and  long- 
continued  attacks  of  inflammation  with  degenerative 
changes.      Not   to   enter   here   into  the    somewhat   vexed 
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question  of  traclioina  and  the  part  played  by  pathological 
germs  in  setting  up  the  inflammatory  and  degenerative 
changes  leading  ultimately  to  inversion  of  the  lashes,  how 
this  comes  about  is  readily  explained  on  the  generally 
received  principles  of  pathology,  viz.  first  the  inflammatory 
exudation  into  the  tissues,  which,  failing  favourable 
resolution,  undergoes  a  low  form  of  organisation,  involving 
the  tissues  which  it  infiltrates,  in  degenerative  changes 
with  itself,  substituting  a  lower  form  of  organised  material 
for  the  normal  tissue,  a  material  which  tends  to  undergo 
progressive  shrinkage,  contraction,  and  atrophy  analogous 
to  superficial  scar  tissue. 

The  condition  and  appearances  produced  by  the  chronic 
organic  changes  on  the  palpebral  conjunctiva  are,  of 
course,  familiar  in  this  country,  but  in  those  countries 
referred  to  in  this  paper  it  is  rather  uncommon  in  ophthal- 
mic practice  to  meet  with  a  perfectly  sound  conjunctiva. 
It  is  diflScult  to  picture  in  words  the  different  appearances 
met  with ;  an  attempt  to  do  so  would  probably  be  defec- 
tive and  unsatisfactory.  In  all  the  conjunctiva  is  altered, 
and  in  the  severer  cases  in  part  or  entirely  destroyed. 

To  such  an  extent  do  atrophic  changes  and  shrinkage 
sometimes  go  that  cases  are  seen  where  the  conjunctival 
cul-de-sacs,  above  and  below,  have  become  entirely  obliter- 
ated, the  lids  being  directly  adherent  to  the  front  of  the 
globe,  partly  open  and  fixed,  as  well  as  the  globe,  the 
scleral  conjunctiva  and  cornea  being  also  atrophic.  This 
atroj)hic  contraction,  in  a  less  degree,  is  the  one  cause  of 
all  others  that  most  militates  against  the  success  of  opera- 
tion, and  by  its  progressive  continuance  most  favours 
relapse  subsequently. 

The  contraction  of  the  adventitious  tissue  iij)on  its 
inner  surface  j)roduces  its  effect  upon  the  tarsus  itself, 
altering  its  form  from  an  almost  fiat  one  to  one  concave 
on  its  inner  surface,  in  its  more  yielding  diameter,  from 
above  downwards,  drawing  backwards  aiul  inwards  the 
free  nuirgin  of  the  lid  with  its  lashes,  so  as  often  to  form 
a    hollow  groove    immediately   behind   the   margin.      The 


THICHIAHIS    AND    TlIK    (  )|'KI;AT|()\     \'tf4;    Tl:i< '  H  I ASIH.  209 

outer  siirfjic'Ci  of  the  lid  iiiiiy  oi'tcn  \)v  socii  to  Ix'  convex 
in  l)Jid  cases,  like  the  rounded  l)ack  of  ji  firndy-bound  Ijook. 
Hut  the  tarsus  is  often  found  to  li.ivc  iinderfrone  inter- 
stitial changes  its(»lf,  due  no  (I()ul)t  to  its  participation  in 
tlie  clironie  inflanimatory  elianges.  It  is  often  found 
thickened,  sometimes  greatly  so,  u])  to  ])erli;i])s  five  or  six 
times  tlie  normal  size ;  its  consistency  is  often  altered, 
sometimes  much  softened  ;  sometimes  considerable  cavities, 
containing  soft  grumous  material,  have  hollowed  it  out. 
The  Meibomian  follicles,  pro])ably  blocked,  ma}'  exude 
long  casts  of  retained  secretion  when  cut. 

The  palpebral  portion  of  the  orbicularis  muscle  ma}^  be 
more  marked  in  some  cases  than  others  ;  it  is  doubtful 
whether  this  ])ortion  has  any  influence  in  producing 
trichiasis. 

Trichiasis  may  exist  under  different  conditions,  jind  at 
least  three  or  four  forms  may  be  specified. 

There  is  first,  and  chie%,  the  form  already  alluded  to, 
de])ending  on  a  general  incurvation  of  the  margin  of  tlie 
lid  with  its  lashes,  which  may  extend  throughout  the 
length  of  the  lid  or  involve  a  part  (entropion)  due  to  the 
contraction  of  the  adventitious  tissue  on  the  inner  surface 
of  the  tarsus,  and  sometimes  also  to  the  atrophy  and 
shortening  of  the  conjunctival  cul'df-sacs^  the  latter  action 
causing  trouble,  especially  towards  the  inner  end  of  the 
lid,  when  the  cul-de-aac  is  naturally  more  shallow. 

A  second  form,  distinct  from  that  due  to  general 
incurvation  of  the  lid,  though  often  associated  with  it,  is 
that  of  irregular  growth  of  single  lashes  or  of  groups  or 
lines  of  lashes,  their  direction  being  altered,  and  for  the 
most  part  towards  the  globe.  I^he  ex])lanati(m  ap])ears 
to  be  that  under  the  same*  long-continued  infljinunatory 
action  along  the  margin  of  the  lid,  contraction  and 
shrinkage  of  the  adventitious  tissue,  those  produced  about 
the  hair  follicles  may  alter  and  distort  their  normal 
growth  and  direction. 

A  third  form  is  that  resulting  from  s])asmodic  action  of 
the  orbicularis,  in  conjunction  with   ocular  irritation,  and 
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which,  at  first  perhaps  purely  spasmodic,  becomes  in- 
veterate, habitual,  and  permanent. 

A  fourth  form,  of  which  that  known  as  distichiasis  is 
an  exam])le,  is  where  a  portion  of  the  lashes  make  their 
appearance  on  the  surface  in  an  entirely  new  position, 
sometimes  in  long  rows,  sometimes  in  irregular  groups,  or 
singly,  but  notably  at  a  considerable  distance  within  the 
line  of  the  ordinary  lashes,  their  direction  also  tending 
towards  inversion.  In  some  cases,  where  the  margin  of 
the  lid  has  become  broadened  and  rounded  off  from 
chronic  blepharitis,  extreme  sepa^ration  and  divergence 
from  the  normal  line  have  been  noticed,  reaching  up  to  4 
mm.,  that  is  one  eighth  of  an  inch,  in  an  extreme  case, 
and  in  position  to  appear  actually  upon  the  conjunctival 
aspect  of  the  lid,  next  to  the  globe. 

It  seems  difficult  to  account  for  the  appearance  of  lashes 
at  the  surface  in  an  entirely  strange  position,  far  away 
from  the  normal  line.  But  the  following  passage  in  the 
article  on  the  anatomy  of  the  lids  in  De  Wecker  and 
Landolt's  large  treatise  seems  to  afford  an  explanation  of 
how  this  comes  about. 

"  Unna  has  made  some  remarkable  observations  in  con- 
nection with  the  regeneration  of  the  lashes.  He  has  very 
frequently  met  with,  emerging  laterally  from  the  sheaths 
of  the  hairs,  off  shoots,  which  develop  as  incipient  sheaths, 
following  in  the  tissues  a  quite  different  direction.  In  the 
young  sheaths  are  developed  lashes  which  take  an  abnormal 
direction." 

Under  pathological  conditions,  therefore,  with  abnormal 
hypenemia  and  liyperplasia,  it  seems  very  probable  that 
the  hair  follicles  may  share  in  the  over  activity,  and 
])roduce  thus  a  number  of  lashes  assuming  abnormal  direc- 
tions and  reaching  the  surface  in  new  ])()siti{)ns. 

It  must  not  be  supposed  that  operations  for  ti'ichiasis 
were  unknown  in  the  east ;  on  the  contrary  they  have  been 
cai-ricil  on  to  a  very  great  extent,  ])robal)ly  from  old  timers, 
as  witness  tin?  great  niiiiibci-  oi"  palicnls  with  tlie  lids 
scarred    and  shortened,  often    to  an   extreme  degree,  with 
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^roat  (lisfio-iirciiiciit,  so  tlint  tlic  oyolaslu's  and  tliosc  of  tin- 
brow  may  Ix'  in  contact,  yc^t  inoro  of't(Mi  than  not  witliont 
remedying  tlu'  inv(M'sion  of  tlie  lasli(>s,  l)ecauso  no  effect 
lias  been  produced  upon  the  (bi-ection  of  tin*  liislics,  a  very 
important  point. 

It  is  generally  recognised  now  that  operations  for 
trichiasis,  to  be  successful,  must  involve  the  tarsus  itself, 
first  because  it  is  commonly  the  seat  of  the  malformation 
wliicli  produces  the  trichiasis,  and  secondly  because  it 
forms  in  the  lid  the  only  firm  point  d'appui  to  which  the 
flap  containing  the  lashes  can  be  attached,  after  separation, 
in  its  new  position. 

The  tarsus  may  be  attacked  from  either  of  its  surfaces, 
from  its  free  margin,  or  at  either  of  its  extremities. 

A  great  number  of  operations  have  been  devised ;  they 
are  mostly  modifications  which  may  be  arranged  in  three 
groups  founded  on  the  three  methods  which  involve  respec- 
tively the  inner  surface,  the  free  margin,  or  the  outer 
surface  of  the  tarsus. 

Thus  the  old  operation  of  Burow  is  done  from  the  inner 
surface ;  Snellen's  is  the  fundamental  principle  of  those 
which  involve  the  dorsum ;  and  Arlt's  of  those  at  the  free 
margin. 

Operations  done  at  the  canthi  are  usually  accessory 
measures  for  increasing  effect,  and  are  seldom  done  alone. 

Partial  operations,  such  as  the  attempt  to  excise  single 
hair  follicles  or  small  groups  of  them,  a])pear  to  be  difficult 
to  do  with  certainty.  One  may  almost  as  well  do  a  more 
complete  operation  with  a  view  to  meet  future  develop- 
ments. Of  electrolysis  for  the  same  object  I  cannot  speak 
from  experience. 

The  old  operation  of  Ikirow  divides  fi-om  the  inside  the 
conjunctiva  and  tarsus  from  end  to  end  of  tlu*  lid, 
separating  the  lower  edge  of  the  tarsus  containing  the 
lashes  entirely  from  the  upi)er  part.  'J'lie  innnediate  effect 
is  very  good ;  the  lid  flattens  out,  and  the  entropion  is 
corrected.  The  ])rinci])le,  however,  is  essentially  defective, 
and  the  effect  can  be  but  temporary,  as  the  gaping  wound 
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on  the  iiiiior  surface  must  close  again  and  restore  the  lid 
to  its  original  deformity.  It  might  possibly  find  applica- 
tion for  spasmodic  inversion,  though  probably  canthotomy 
would  be  preferred. 

In  Arlt's  method,  at  the  free  margin  and  the  numerous 
modifications  of  it,  the  anterior  lip  of  the  free  margin, 
containing  the  hair  bulbs,  is  separated  from  the  rest  of  the 
tarsus  by  an  oblique  and  splitting  incision  at  the  free  edge, 
remaining  attached,  however,  at  its  extremities.  The  flap 
is  raised  up  upon  the  dorsum  of  the  tarsus  away  from  the 
eye,  and  fixed  by  sutures.  Modifications,  to  cover  the 
exposed  raw  surface  with  pedunculated  flaps  of  skin  or 
entirely  transplanted  flaps  of  mucous  membrane,  have  been 
made. 

In  Snellen's  method  upon  the  dorsum  a  strip  of  the 
tarsus  is  removed  throughout  the  length  of  the  lid  just 
above  the  hair  bulbs.  In  section  it  is  V  shaped,  the  broad 
part  of  the  V  being  at  the  surface,  the  point  directed 
towards  the  deeper  part,  but  not  extending  through  the 
entire  thickness.  The  lower  flap  can  now  be  turned  out- 
wards and  upwards  till  the  broad  end  of  the  V  is  closed 
and  the  adjacent  cut  margins  are  sutured  together. 

The  methods  of  Arlt  and  Snellen  with  their  modifications 
will  be  favoured  respectively  by  those  who  practise  them. 

When  I  first  came  to  deal  with  trichiasis  cases  in  large 
numbers  I  practised  all  the  methods  I  could  find  described 
without  ])rejudice.  I  came  at  length  to  prefer  the  prin- 
ciple of  Snellen's  method,  although  it  did  not  appear 
adequate  in  its  original  form  to  meet  the  extreme  cases 
one  had  to  deal  with  any  more  than  did  Arlt's. 

It  is  necessary  now  to  draw  the  comparisons  between 
the  two  methods  by  which  it  is  desired  here  to  show 
wherein  lies  the  superiority  of  the  operation  which  is 
founded  on  the  principle  underlying  Snellen's  method,  and 
afterwards  ex])laiii  how  Snellen's  princi})le  may  be  made 
more  (effectual  in  j)ra('tice. 

I.  How  is  flic  (h'fonnity  of  the  tarsus,  the  initial  cause 
of  the  trifhiasis,  alTected  respectively  by  the  two  methods  ? 
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Siiellei»\s  operation  iiiiiis  directly  at  tlio  correction  oi"  the 
deformity,  and  actually  accomplishes  this  by  i-emovin^  a 
\vedt>-e-sha])ed  strip  of  the  tarsus,  the  broad  end  of  which 
corresponds  to  the  lonj^er  convex  surface,  and  the  a})ex  to 
the  shorter  concave. 

Arlt^s  operation  makes  no  attempt  to  correct  the  initial 
deformity  causing-  the  trichiasis,  which  remains. 

2.  What  is  the  respective  effect  upon  the  direction  of 
the  lashes  ? 

Snellen's  method,  by  tilting  upwards  and  outwards  the 
fragment  containing  the  lashes,  turns  these  latter  in  the 
same  directions  away  from  the  globe,  a  second  main  object 
of  the  method. 

Arlt's  method  aims  mainly  at  raising  the  lashes  away 
from  the  eye  by  sliding  up  the  flap  of  the  tarsus  containing 
them  on  the  dorsum  and  fixing  it  there.  .  The  correction 
of  the  faulty  direction  of  the  lashes  is  not  the  main  object, 
though  it  may  effect  this  to  some  extent  in  a  secondary 
way. 

3.  What  is  the  character  of  the  wound  resulting*  in 
each  ? 

By  Snellen's  method  no  raw  surface  is  left ;  the  more 
completely  and  rapidly  healing  takes  place,  the  more 
effectual  is  the  result.     Subsequent  contraction  is  beneficial. 

By  Arlt's  method  a  wide  raw  surface  is  left  open.  The 
more  completely  and  rapidly  this  heals  the  more  the  cut 
edges  of  the  wound  tend  to  approximate  and  the  less  the 
ultimate  effect.  Subsequent  contraction  nt  the  wound 
diminishes  the  ultimate  effect. 

4.  AV^hich  operation  is  the  easier  and  sim])ler  ? 
Snellen's   method   is   simple   and   easy  of  execution  ;  is 

applicable  in  all  cases. 

Arlt's  method  is  more  difficult,  and  where  the  lashes 
come  through  at  fresh  places  over  the  margin  of  the  lid, 
approaching  the  inner  angle  of  the  free  margin,  it  may  be 
very  difficult,  or  even  impossible,  to  ensure  including  all 
the  lashes  in  the  anterior  flap. 

VOL.  XXIV.  18 
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5.  What  extensions  does  each  operation  admit  of  in 
order  to  increase  the  efficacy  ? 

Snellen's  method  admits  of  very  great  extension  in 
varions  ways,  which  will  be  alluded  to. 

Arlt's  method  does  not  apparently  admit  of  much  ex- 
tension, and  of  modification,  chiefly  only  in  the  transplan- 
tation of  flaps,  to  cover  the  raw  surface. 

How  far  does  the  transplantation  of  a  flap  modify  the 
above  considerations  in  favour  of  Arlt^s  method  over 
Snellen's  ? 

In  the  first  two  it  makes  no  difference.  As  to  the 
third,  a  pedunculated  flap  or  bridge  of  skin  may  be  trans- 
planted from  above  with  good  effect,  the  flap  containing 
the  lashes  being  slipped  up  beneath  it  and  sutured  above 
it.  Such  a  flap,  being,  pedunculated,  will  shrink  very 
little,  but  the  fine  hairs  of  the  skin  now  come  into  contact 
with  the  globe  instead  of  the  e^^elashes. 

If  instead  a  flap  of  mucous  membrane  be  transferred 
from  the  lip,  it  is  liable  to  the  uncertainty  that  awaits  all 
totally  transplanted  flaps,  much  shrinkage  or  total  loss. 

As  to  the  fourth  consideration,  the  transplantation  of 
small  flaps  is  very  tedious ;  makes  the  operation  half  as 
long  again ;  a  very  important  matter  Avhere  numbers  have 
to  be  dealt  with. 

Many  ophthalmic  surgeons  who  have  adopted  Arlt's 
method  or  one  of  its  modifications  are  satisfied  with  it,  and 
obtain  some  excellent  results  ;  also  it  would  be  absurd  to 
say  that  failures  do  not  occur  under  either  method. 

With,  the  extreme  degrees  of  disease  met  with  in  the 
East  one  was  not  satisfied  with  the  amount  of  correction 
obtainable  by  either  method.  Probabl}^  it  was  the  con- 
sideration under  the  comparison  that  I  have  marked  No. 
5,  viz.  that  Snellen's  method  allows  of  great  extension  of 
the  operation  and  of  various  additional  ])r()cedures  by 
which  its  effects  can  be  considerably  augmented,  that 
more  especially  induced  me  to  Follow  out  that  method. 

Having  tlierefore  done  some  liundreds  of  lids  by  various 
operations,  and  :it  Icngtli  adopting  flic  principle  of  Snellen 
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MS  the  somidest,  iiiid  tlio  })r()('CMlure  as  simple,  easy,  niid 
desirable;  oiu^  sc^t  about  fiiidiiitj"  out  ])y  wliat  mndificji- 
tioiis  and  additions  Snellen's  nieth(jd  could  be  made  more 
efFectnal  to  deal  with  the  extreme  cases  met  with  and 
more  certain  in  all.  These  have  been  ad(j])ted  by  decrees 
and  fVom  time  to  time.  What  they  amount  to  I  wish  now 
to  explain. 

According  to  tlie  original  method  the  V-shaped  in- 
cision into  tlie  substance  of  the  tarsus  is  not  carried 
throug-li  its  entire  depth  ;  tliere  is  tlierefore  considerable 
resiliency  left  in  the  tarsns,  and  a  tendency  for  the  flap 
to  spring  back  to  its  former  position.  One  of  the  first 
modifications  made  was  the  carrying  the  incision  tlirongli 
tlie  whole  thickness  of  the  tarsus,  leaving  the  conjunctiva 
alone  uncut  or  the  tissue  representing  it  on  the  inner 
surface.  '^I'he  apex  of  the  V  was  rounded  (jfF  a  little, 
inclining  to  a  U,  so  that  a  little  trough  was  formed, 
'fhus  the  lower  flap  was  made  more  mobile,  and  in 
favourable  cases  would  lie  u])  in  its  everted  position  with- 
out support. 

Another  modification  early  adopted  was  a  change  in 
the  placing  of  the  sutures.  In  the  original  method  these 
are  entered  through  the  lower  Hap  above  or  in  front  of 
the  lashes  and  out  through  the  upper  lip  of  the  cut  in  the 
tarsus  ;  instead,  they  were  entered  from  the  lid  margin 
behind  or  beneath  the  lashes,  brought  out  at  the  anterior 
margin  of  the  cut  of  the  lower  flap,  then  taking  its  point 
of  support  in  the  dorsum  of  the  tarsus  high  u]).  On 
drawing  on  the  lower  thread  thus  placed  the  flap  is  greatly 
everted,  and  owing  to  the  high  position  of  the  point  of 
support  it  is  well  drawn  up. 

A  practical  point  of  great  imj)ortance,  with  regard  to 
the  excision  of  the  ])ortion  of  the  tarsus,  is  to  make  it  as 
close  as  possible  to  the  hair  bulbs  Avithout  injuring  them  ; 
there  are  two  good  reasons  for  this.  The  first,  that  the 
lower  flap  may  be  made  as  light  as  possible,  so  that  it 
does  not  tend  to  drag  downwards  or  be  unnecessarily 
clumsy  for   everting.      The   second,  and   more   important, 
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that  as  iiiucli  ot"  tlie  tarsus  as  is  possible  sliould  be  left 
above,  not  only  as  a  firm  point  of  attachment  for  the 
sutures,  but  that  it  may  not  be  unnecessarily  weakened, 
in  view  of  the  future  tendency  to  contraction  and  re- 
incurvation. 

A  great  difference  is  found  in  the  depth  of  the  implanta- 
tion of  the  lashes,  varying  as  much  in  proportion  as  one 
to  three.  A  shallow  implantation,  therefore,  is  favourable, 
allowing  a  narrow  and  light  flap. 

The  whole  tarsus,  when  unaltered,  varies  considerably 
in  individuals  both  in  its  extent  and  substance ;  it  may  be 
narrow  from  above  downwards,  and  is  sometimes  very 
deficient  towards  its  inner  extremity.  A  weak  tarsus  is, 
of  course,  an  unfavourable  condition. 

In  all  cases  it  is  necessary  to  remember  that  it  is  quite 
as  important  to  think  about  leaving  as  much  tarsus  above 
as  is  possible  to  resist  the  further  encroachments  of  the 
disease  as  it  is  to  think  of  how  much  may  be  cut  away  to 
remed}^  the  deformity. 

The  lower  line  of  incision  is  entered  about  perpendicu- 
larly to  the  surface,  and  the  upper  slopes  downwards  to 
meet  it.  Something  may  be  gained  to  the  upper  portion 
of  the  tarsus  by  making  the  lower  one  slope  downwards 
behind  the  lashes,  the  trough  being  hollowed  out  more  at 
the  expense  of  the  lower  flap  wherever  it  may  be  thought 
desirable  to  do  so. 

If  the  tarsus  varies  in  size  and  strength  in  normal  con- 
ditions, still  more  may  it  do  so  when  diseased,  as  has  been 
already  mentioned.  In  a  tarsus  of  normal  thickness  a 
very  narrow  strip  removed  will  allow  of  free  eversion  ;  in 
a  thickened  one  a  more  considerable  wedge  must  be  taken 
out,  and  in  ])roportion  also  to  the  amount  of  incurvation. 

A  narrow  l)ridge  of  skin  may  be  removed,  as  the  lid 
being  somewliat  diminished  in  width  by  the  operation,  it 
sometimes  tends  to  overla])  a  little  the  seat  of  operation. 

Further,  it  was  found  in  cases  where  the  entroi)ion 
extended  cjuitc  into  ilie  outer  canthiis  that  the  incisions 
included    in   a  Snellen's  clam})   were    insulHcient   to    reacli 
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jiiul  correct  tlii^  (iL'tuniiity,  so  cjuitliotoiiiy  and  (•jiiilli()))lasty 
were  einployed  tliere  as  adjuncts.  \ot  only  did  tliis  pro- 
cedure ])rove  useful  a<^fiiiist  tlie  dcfoniiity  at  tlie  cantlius 
itsell",  since  freeing-  the  lid  jis  it  did  it  was  found  to  be  a 
poweri'ul  adjunct  for  the  free  eversion(jf  tlie  lid  generally. 
So  that  altliougli  employed  at  first  rather  exceptionally,  it 
came  into  much  more  fre(|nent  use  for  its  general  effect, 
reaching  in  the  latest  statistics  to  one  in  five  of  the  opera- 
tions. 

The  division  at  the  outer  cantlius  is  hest  (h)ne  with 
strong  sharp-pointed  scissors,  with  one  hlade  in  the  c<m- 
junctival  sac,  the  other  externally  on  the  skin  ;  it  is  done 
vertically  to  the  desired  extent,  the  whole  thickness  of 
the  extremity  of  the  lid  Ijcing  snip]x;d  through.  AVhen 
necessary  the  ])alpel)ral  fissure  may  be  similarly  extended 
horizontally  previously,  for  in  some  cases,  owing  to  great 
atrophic  changes,  the  palpebral  fissures  have  been  found 
shortened  to  little  more  than  half  their  noi-mal  length. 

]^y  the  vertical  cut  the  lid-flap  can  be  freed  and  everted 
to  almost  any  extent,  the  avoidance  of  unnecessary 
deformity  being  the  only  limit.  'j'o  make  a  place  for  the 
raised  and  everted  extremity  of  the  ffap  a  triangular  ])iece 
of  skin  immediately  above  the  edge  of  the  outer  half  of 
the  lid,  having  its  base  corresponding  to  tlie  vertical  cut, 
extended  a  litth^  upwards  in  the  skin,  is  removed.  'The 
fla])  is  everted  Jind  raised  to  the  extent  judged  necessary, 
and  united  l)y  lateral  sutures  to  the  vertically-cut  edge  of 
the  skin,  so  as  to  take  new  lateral  attachments.  'The 
wound  in  the  skin  and  conjunctiva  below  are  sutured 
together. 

Atrophic  changes  resulting  in  the  shallowing  and 
})artial  obliteration  of  the  cul-dc-.sacs  is  the  greatest  im- 
jXHbment  to  success  in  operating,  as  well  as  the  cause 
most  to  be  feared  in  bringing  about  subt  e(pient  relapse. 
It  is  near  the  inner  end  of  the  lid  where  the  nil-df-sac 
naturally  becomes  shallower  that  the  effects  of  this  often 
cause  the  most  trouble. 

For  a  long  wliile   no   attempt  was  made  to   extend  the 
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operations  at  tlie  inner  extremity  in  a  way  analogous  to 
what  has  been  done  at  tlie  outer  with  good  effect.  Many 
cases  were  seen  where  the  lid  niaryin  and  lashes  Avere 
drawn  in  and  bound  down  here  by  the  shrinkage  which 
the  general  opera-tion  did  not  satisfactorily  reach  and 
remedy ;  besides  this  binding-in  of  the  inner  extremity 
hampered  the  effect  of  the  general  operation. 

At  length  and  more  recentl}-  it  was  decided  to  try  a 
kind  of  canthoplasty  near  the  inner  canthus,  somewhat 
similar  to  that  done  externally. 

This  has  been  done  ;  a  short  vertical  incision  has  been 
made  near  the  inner  end  of  the  lid,  just  outside  the 
lacrymal  punctum,  through  the  entire  thickness  so  as  to 
free  the  lid-flap;  a  triangular  piece  of  skin  removed 
from  above  the  margin  of  the  lid  as  in  external  cantho- 
plasty have  its  base  corresponding  to  the  vertical  cut, 
this  time  directed  inwards.  The  lid-flap  being  a  little 
everted,  raised,  and  attached  by  lateral  sutures  in  a 
similar  way.  Less  efficient  and  more  limited  in  its  appli- 
cation than  the  external  canthoplast}^  it  is  useful  in 
dealing  with  an  otherwise  impossible  condition,  and  still 
more  in  giving  freedom  for  aversion  to  the  whole  lid,  and 
increasing  the  effect  of  the  general  operation. 

By  adding  the  vertical  incisions  at  the  extremities  of 
the  V-shaped  excision  of  the  tarsus  the  lower  flap  can  be 
made  entirely  free,  the  lining  membrane  on  the  inner 
surface  of  the  tarsus  alone  retaining  it  in  connection ; 
such  flaj)s,  however,  show  no  tendency  to  lose  their 
vitality. 

By  such  means  extraordinary  iiicuived  and  entropionised 
lids  have  been  got  out  and  placed  in  position  with  the 
edge  of  the  lid  and  lashes  well  everted. 

A  case  was  lately  seen  wliei'e  the  lashes  extended  from 
the  margin  of  the  uj^pei"  lid,  in  rather  a  heavy  cro]),  all 
around  tlic  in;iruin  <>!  llie  inner  canthus  above  and  below, 
l>eing  in\'('rt('(l  m  |);ii-(  into  llic  Incnna.  'IMic  piilicnl  asked 
foi-  ojx'i'afion;  hut  il  did  not  a])pe;ii'  liow  it  could  be 
satisfaetoriI\    dciilf   wiili  surj^'iciillw 
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As  ;i  rule  it  is  best  to  i-clcjisu  the  lid  iVoiii  the  claiii)) 
l)ef()ro  tyin<^"  up  the  sutures,  its  eversioii  is  then  better 
effected. 

Lids  }ij)peiir  to  do  e(|u<dly  well  wliether  tied  up  ov  left 
exposed.  Should  destruction  of  a  single  hair  or  group  of 
hairs  be  attempted  l)y  excision  or  electrolysis,  the  ]H'o- 
cedure  had  better  be  undertaken  from  the  dorsum  and 
not  the  free  margin,  since  subsequent  cicatrisation  in  the 
one  case  tends  to  eversion  of  other  lashes  and  in  the  other 
to  inversion. 

Sometimes  a  rather  tightly  stretched  bridge  of  skin 
just  outside  the  outer  can  thus  is  found,  holding  the  lid  in 
an  entropionised  state  and  needing  a  small  plastic  pro- 
cedure. 

As  to  any  ill  effects  of  the  operation  there  is  but  little 
to  be  feared.  In  a  few  cases,  perhaps  not  more  than  1 
in  1000,  persistent  and  repeated  hgemorrhage  has  occurred  ; 
always  from  the  little  artery  at  the  inner  angle,  neces- 
sitating acupressure  for  a  few  hours.  Also  in  a  few  cases, 
scarcely  more  frequent,  some  sloughing  in  the  flap  with 
loss  of  a  portion  has  occurred.  Both  are  so  infrequent 
as  hardly  to  enter  into  calculation. 

One  man,  a  butcher  and  an  out-patient,  lost  the  whole 
of  both  flaps ;  probably  in  dealing  with  meat  in  a  hot 
country  he  infected  his  wounds.  He  has  no  lashes  now, 
but  otherwise  the  effects  are  not  very  apparent. 

A  not  unfrequent  result  is  a  superficial  excoriation,  not 
involving  loss  of  substance,  along  the  mucous  membrane 
of  the  margin  of  the  flap,  the  only  ill  effect  of  which  is 
that  the  lid  takes  longer  to  recover  itself.  It  is  to  be 
remembered  that  the  tissues  of  the  lid  have  often  suffered 
from  old  chronic  inflammation  and  are  in  a  degenerate 
condition ;  they  experience,  during  at  least  a  quarter  of  an 
hour,  the  compression  of  the  clamp  and  cessation  of 
circulation,  and  some  mucous  membrane  hitherto  })rotccted 
is  now  exposed  by  eversion. 

No  apparent  harm  results  from  the  partial  destruction 
of  glands  in  the  substance  of  the  tarsus. 
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Progressive  atrophy  and  contraction  have  been  men- 
tioned as  militating  against  success,  as  well  as  a  weak 
tarsus ;  in  addition  may  be  mentioned  a  deeply  set  eye 
towards  Avhich  the  lid  falls  naturally  back^vards  and 
inwards,  giving  no  support,  in  contrast  to  a  full  eye  which 
supports  its  lid  in  a  forward  position.  For  the  same 
reason  a  partially  shrunken  globe  renders  operation  futile. 

With  regard  to  failure  and  relapse  a  long  experience 
shows  that  success  is  not  invariable  and  that  relapses 
occur. 

Failure  or  imperfect  success  now  and  again  occurs, 
probably  from  imperfect  healing  owing  to  unhealth}^ 
condition  of  the  wound  or  to  the  impaired  vitality  of 
diseased  tissue. 

Subsequent  relapses  must  be  looked  for  in  a  proportion 
of  the  cases,  because  the  tendency  of  the  disease  is  towards 
continued  contraction  and  incurvation.  Most  of  the  cases 
disappear  from  observation,  and  it  is  impossible  to  arrive 
at  any  statistics  regarding  recurrence. 

The  weakest  point  about  this  method,  and  the  only 
objection  that  can,  I  think,  be  brought  against  it,  is  the 
fact  that  the  tarsus  is  to  some  extent  weakened  by  it, 
and  any  weakening'  diminishes  its  resisting  power  to 
subsequent  contraction. 

The  method  w^ith  its  extensions  is  a  powerful  and 
radical  one ;  such  measures  become  necessary  to  meet 
extreme  conditions  of  disease  and  deformity,  which  are 
so  frequently  met  with.  Nevertheless  no  permanent 
deformity  or  disfiguration  appears  ever  to  be  caused  by 
judicious  operation ;  the  well-known  tendency  of  the 
tissues  after  plastic  procedures  to  re-accommodate  them- 
selves and  tone  down  into  a  natural  ;i])])enrance  is  not 
Avanting  here. 

Thus  far  th(;  i-eniarks  havo  referred  es])e('i;illy  to  trichi- 
asis of  the  uppei*  lids.  Siiiiihn-  pnlliolouicnl  conditions 
])roducc  it  in  the  lower  lid.  Atro])hy  of  the  lowei*  coii- 
jinictival  rul-<lr-s<ir  is  tlie  woi'st  associated  condition,  ])eing 
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.sliJillowiT  tluiii  flic;  ii|)))(M-  it  iiioi'c  j-('ii(lily  ])r<)(luc(*.s  bad 
ctTt'C'ts,  ;ni(l  in;iy  {)i*('clii(lc'  all  opci'ativc  iiiciisiii-cs. 

Habitual  spasmodic  contraction  of"  tlic  oi-])iciil:iiMs  is  a 
common  cause  of  entro])ion  also. 

Trichiasis  of  the  lower  lid  is  not  uncommon  amongst  a 
large  total  of  cases.  The  number  of  lower  lids  operated 
upon  lias  been  •i25,  l)eariug  a  ])r()portion  to  those  upon 
the  upper  of  al)out  1  to  34.  The  ])ro])ortion  for  the  lower 
should  pro])ably  be  rather  higher  than  tliis. 

Operations  foi-  trichiasis  of  the  lower  lid,  with  the 
exception  of  those  for  spasmodic  senile  entropion,  have 
been  but  little^  alluded  to  or  described,  and  it  has  been 
necessary,  therefore,  to  develop  procedures  to  meet  some 
at  least  of  the  conditions  associated  with  and  inducing  it. 

For  operative  purposes  the  cases  may  be  ])ut  into  three 
groups  (not  including  the  well-known  senile  entropion), 
depending  on  organic  changes  of  the  conjunctiva  and 
margins  of  the  lids. 

The  first,  of  cases  where  the  lid  is  generally  entropionised, 
being  rolled  in,  with  its  margin  and  hvshes  inverted,  and 
sometimes  strongly  inverted  and  deeply  buried,  perha])s 
requiring  strong  i)ulling  to  evert  them  and  then  springing 
back  when  released  to  its  inverted  state.  Habitual  con- 
traction of  the  facial  portion  of  the  orbicularis  seems  to  be 
associated  with  this  inversion. 

The  second,  of  cases  where  there  is  no  general  entro- 
pion, but  where  irregular  lashes,  or  groups,  or  lines  of 
lashes  are  inverted  throughout  the  Avhole  length  or  for  a 
portion  only  of  the  lid.  This  is  analog-ous  to  one  of  the 
groups  of  trichiasis  of  the  upper  lid. 

A  third  group,  in  which  in\(>rsiou  of  lashes  occurs 
especially  towards  the  outvv  eanthus  with  some  entropion 
there. 

A  different  kind  of  ])rocedure  iu  opiM-ation  hns  been 
ado])ted  for  each  set  of  cases. 

In  the  first  group,  not  at  all  a  numerous  one,  it  is  evi- 
dent that  a  strongly  acting  plastic  procedure  can  alone  be 
expected  to  act  satisfactorily.      1  have  found  an  operation 
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devised   by  Panas    a  very   good   and   efficient   one.      Tlie 
operation  is  as  follows  : 

Two  vertical  and  one  horizontal  incisions  are  made  like 
the  letter  H,  as  shown  upon  the  skin  of  the  lower  lid  and 
adjacent  portion  of  the  cheek,  corresponding  to  the  length 
of  the  lower  lid  (Fig.  62)  ;   that  portion  of  skin  above  the 

Fig.  02. 


horizontal  cut,  and  which  may  be  a  full  half  inch  in 
width,  is  then  dissected  in  a  rectangular  fla])  up  to  the 
very  margin  of  the  lid,  to  which  it  remains  attached 
(Fig.  62  a).  A  ])oi*tion  of  the  orbicularis  nmscle  may 
then  be  excised  from  beneath  it.  The  rectangular  llaj) 
is  tlien  drawn  down  until  the  lid  is  everted  ;  it  is  noted 
liow  imicli  skill  it  is  necessary  to  excise  from  Ixlow,  wliere 
llic  lioi-i/oiital  cut  was  iikkIc,  in  order  to  a('c<)iniiiodate 
tlic    ll;ij),   wliicli    Jiiiist    not     itscll'   be   shortened   (l''ig.   62  h). 
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IS     (lone.         I  lie    il;i|)    IS     now     sfcni-cd     in     ))(>siliuii, 
by    H      set     of    sntnrcs,     j)iissi'(l     IVom     ;il)o\(',     ironi 


without  inwiii'ds  tliroiiuli  the  flap,  (jiiite  at  tin;  lid  niar^in, 
carried  down  l)('liind  tlic  ilaj),  and  then  freely  through  the 
skin  of  tlie  cheek  well  Ijclow  ;  hjiig  sutures  acting  on  the 
margin  of  the  lid  ;  secondly,  lateral  sutures  are  put  on 
either  side  between  the  tla])  and  the  adjacent  skin,  giving 
the  flap  new  lateral  attachments ;  and  thirdly,  sutures 
between  the  edges  of  the  flap  and  skin  below.      The  large 

Fig.  O:?. 
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flap  thus  obtains  fresh  attachments  both  by  its  deep  surface 
and  its  margins. 

For  the  second  group,  where  there  is  no  general  entro- 
pion, a  method  after  Snellen's  ])rinci])le  has  been  found  to 
answer  usually  very  efficiently.  Although  the  lower 
tarsus  is  usually  considered  a  rather  inih'Hnite  structure, 
on  making  more  intimate  accpiaintance  with  it,  it  is  found 
to  be  a  very  tangible  one,  varying  certainly  in  dinuMisions, 
but  affording  sufficient  surface  and  substance  with  wlii(di 
to  deal  satisfactorily  (Fig-  03). 

A  small  Snellen's  clamp  can  be  used  for  the  lower  lid. 
As  much  skin  as  is  included  in  it  nuiy  with  advantage  be  re- 
moved and  the  tarsus  laid  bare.  A  A'ery  delicate  strip  of  the 
tarsus,  including  its  whole  thickness,  may  now  be  removed 
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tlii'ougliout  tlie  leiigtli  of  tlie  lid,  as  close  as  possible  to 
the  line  of  tlie  lashes.  Sutures  are  entered  at  the  free 
margin  of  the  lid  just  within  or  behind  the  lashes,  brought 
out  at  the  cut  margin  of  the  flap,  and  carried  below  on  to 
the  dorsum  of  the  tarsus,  where  they  are  attached  as  in 
the  upper  lid. 

For  the  third  group  a  plastic  procedure  at  the  outer 
canthus  and  below  the  outer  half  or  two  thirds  of  the 
lower  lid  has  been  done  (Fig.  64). 

The  palpebral  fissure  may  be  lengthened  first  if  neces- 
sary, as  in  dealing  with  the  upper  lid.  A  vertical  cut  is 
made  with  scissors  at  the  canthus  through  the  Avhole 
thickness  of  the  extremity  of  the  lid,  one  blade  being- 
thrust  down  the  conjunctival  sac.      A  rather  free  incision 

Fig.  64. 


of  skin  may  l)e  made,  triangular  in  form,  from  close  below 
the  margin  of  the  lower  lid,  the  base  corresponding  to  the 
line  of  the  vertical  cut  through  the  lid.  The  outer  ex- 
tremity of  the  lid  being  freed  by  the  vertical  cut  as  much 
as  is  judged  necessary,  it  is  everted  and  depressed,  and 
fixed  in  its  position  by  lateral  sutures  between  it  and  the 
adjacent  skin,  and  also  by  some  below.  The  cut  edges  of 
mucous  membrane  and  skin  above  tlu^  lid  are  closed  by 
sutures. 

As  the  characters  of  (J roups  2  aud  >)  are  often  found 
combined,  s(j  tlie  plastic  procedure  may  often  be  combined 
with  Snellen's  method  with  advantag(\ 

Tliat  form  of  entropion  of  the  lower  lid  known  ;»s 
'*  senile '^  lias  not  been  dealt  with  hero.  \ol  being  duo 
to    severe    orgunic    changes,   the    simple  exi'ision    of    skin 
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iisuiilly  practised,  witli  perluips  :i  piece  of    tlii'   orljicularis 
muscle,  is  usually  effectual. 

As  the  results  of  expc>rience  and  practice,  operations  for 
trichiasis  of  the  lower  lids  liave  greatly  improved  and 
there  has  been  great  encouragement  to  deal  witli  them 
more  freely  Avith  a  good  prospect  of  success. 

{May  15///,  1904.) 
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XIII.  MISCELLANEOUS. 

1.    Proptosis. 
By  Waltek  H.  Jes.sop. 

William  D — ,  a)t.  6  years  9  months,  was  admitted  into 
St.  Bartholomew's  Hospital  on  October  13th_,  1903,  with 
extreme  proptosis  of  right  eye_,  accompanied  by  swelling 
of  the  lids  and  great  chemosis.  The  previous  history  is 
that  in  1897,  October  13th,  he  was  in  hospital  under  Mr. 
Vernon  with  great  proptosis  of  right  eye  and  marked  sub- 
conjunctival haemorrhage.  No  Avound  of  conjunctiva  was 
found ;  patient  was  examined  under  an  anaesthetic. 
Notes  say  that  he  was  very  rickety  and  had  bronchitis. 
History  of  window  sash  falling  on  his  head  ten  days 
before,  and  also  that  his  brother  liit  him  with  a  piece  of 
firewood  on  the  eye. 

He  went  out  on  November  17th  with  slight  proptosis 
of  right  eye  and  impairment  of  extrinsic  ocular  movements. 
Diagn(5sis  :   orbital  haimorrhage. 

1898,  May  21st,  again  in  hospital.  History  wiis 
that  he  vomited  on  May  18th,  proptosis  rea])peared, 
and  became  very  marked  in  twenty-four  hours.  No 
discoloration  of  lids;  marked  chemosis.  The  proptosis 
increased,  with  oedema  and  black  discoloration  of  the 
lids,  and  great  chemosis;  ulceration  of  lower  part  of 
cornea. 

( )ii  Jinic  lOtli  iiiipi'ovcmciit  set  in,  jiiid  on  July  olst 
there  was  only  slight  proptosis  left. 

1898,  Novcmbci*  2."'>lli,  in    liospitnl  witli   liistory  Ili;il    lie 
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rt'C'civcd  ii  slig'ht  l>l()\v  mi  i-ijj'lit  side  uf  head  with  a  milk 
cjiii.  Hio'lit  eye  iiniiicdijitely  befainc  pi-opfoscd.  This 
proptosis  increased  For  twciit y-tOiir  hours,  the  eye  Ix'ing' 
displaced  (h)Wii\vards  and  oiifwai-ds;  inoveiiieiits  iiiucli 
restricted ;  corneal  ulceration  again.  The  recovery  was 
retarded  by  an  attack  of  measles  with  bronchitis.  Ia'H 
ward  on  J)ecend)er  20th  with  slig-Jit  ])roptosis. 

April  25th,  1901. — In  hos])ital  again  with  marked 
proptosis  of  right  eye  Jind  l)r(jn('hitis,  which  gradually 
subsided,  but  recurred  again  on  May  .*31st.  The  eye  was 
examined  by  the  direct  ophthalmoscopic  method,  and 
found  normal  as  far  as  the  fundus  was  concerned. 

Mother  refused  any  operative  interference  or  even  an 
aniesthetic  for  examination  purposes.  Child  was  removed 
on  July  20tli. 

The  child  was  seen  for  two  or  three  months  after  this 
date,  but  ])arents  refused  to  let  him  l)e  admitted.  The 
proptosis  had  gradually  subsided,  and  mother  says  it 
became  quite  well  ? 

On  October  12th  the  child  had  nn  attack  of  vomiting 
and  coughing,  and  the  right  eye  immediately  became 
proptosed.  He  was  brought  up  to  hospital  on  October 
13th,  1903,  and  admitted. 

Present  condition. — Right  eye. — '^^Fhere  is  a  considerable 
degree  of  proptosis,  the  eye  btMug  dis])laced  downwards 
and  outwards,  and  the  ocular  movements  nmch  restricted. 
The  lids  are  never  closed,  and  are  at  least  2*6  cm.  apart. 
The  upper  lid  is  much  stretched  and  bluish  in  colour,  the 
lower  lid  is  slightly  everted  in  its  inner  half.  Between 
the  two  lids  there  projects  ;i  mass  of  ecchymosed  and 
chemosed  conjunctiva.  The  cornea  is  hazy,  and  the  lower 
fifth  is  ulcerated. 

Anterior  chamber,  iris,  and  ]m]nl  normiil.  T.n., 
V.L.m.o. 

No  pain  except  on  looking  at  i\\v  light  ;  no  definite 
mass  to  be  felt  anywhere  in  orbit ;   no  bruit. 

The  proptosis  and  chemosis  gradually  subsided. 

On  October  18th  he  was  sick  twice,  wIumi  the  proptosis 
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increased.      On    October    lOtli   there   was    bleeding   from 
right  nostril,  and  since  then  the  proptosis  has  lessened. 

November  6th. — Y.R.  ^--^j  ;   very  slight  proptosis. 

June,  1904. — The  proptosis  is  very  slight,  the  corneal 
nebula  less,  and  there  is  very  slight  eversion  of  lower  lid. 
The  boy  is  in  perfect  health. 

{Card  specimen.      October  29t]i,  1903.) 


2.  Average   visual   acuteness. 
By  Freeland  Fergus,  M.D. 

Had  circumstances  admitted  of  my  attending*  the  annual 
meeting  of  the  British  Medical  Association  at  Swansea,  it 
was  my  intention  to  have  called  in  question  the  term 
^'  Normal  Visual  Acuteness  ^'  as  generally  employed  by  oph- 
thalmic surgeons  and  by  writers  of  ophthalmic  text-books. 
As  I  was  unable  to  be  there,  I  gladly  avail  myself  of  this 
opportunity  of  bringing  before  colleagues  some  considera- 
tions as  to  the  results  of  vision  testing,  on  which  their 
views  cannot  but  be  of  great  importance,  not  merely  to 
those  wdio  practise  ophthalmic  surgery,  but  to  the  com- 
munity at  large. 

I  am  not  here  for  the  purpose  of  introducing  any  new 
set  of  types,  nor,  indeed,  do  I  wish  to  discuss  those 
already  in  use.  It  does  not  seem  to  be  vital  as  to  whether 
we  use  Snellen\s  or  Monoyer^s,  or  those  of  Parinaud,  or 
those  more  recently  devised  by  Landolt.  Although  I  do 
not  employ  the  latter,  the  scale  which  they  afford  seems 
to  me  to  have  some  substantial  advantages. 

Any  set  will  do  if  iist'd  witli  care,  jind  if  ji  surgeon 
always  uses  the  same  set  Avith  the  sanu^  illumination  he 
will  get  results  wliich  are  sti'ictly  comparable.  Tliat  the 
illuminatif)n  should  be  a  constant  is  ])erlia])s  a  uialter  <o 
which  most  of  us  pay  but  too  little  attention. 
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J  ])(.'lii'Vt.'  1  mil  not  wroii!^-  in  sayiu^^  tliat  the  types 
generally  used  in  this  counlry  ai-e  tli(jse  of  I'rot'essor 
Snellen  ;  they  are  in  every  way  snitable  for  the  pnrpose  of 
testing  the  form  sense,  us  they  form  a  definite  scale, 
Lased  on  the  one  niinnte  angle.  That  is  all,  liowever. 
No  error  can  arise  so  long  as  it  is  recognised  that  they 
afford  a  useful  scale,  but  are  not  in  themselves  absolute 
measurements.  Let  me  illustrate  my  meaning  by  a  simple 
analogy.  In  forming  a  scale  of  temperature  Fahrenheit 
took  as  his  starting  point  the  lowest  temperature  which 
he  could  obtain.  He  found  it  to  be  thirty-two  degrees 
below  the  freezing  point  of  water.  He  therefore  fixed 
the  zero  of  temperature  at  thirty-two  degrees  below  the 
melting  point  of  ice. 

Snellen  experimented  with  healthy  emmetropic  eyes, 
and  found  that  the  smallest  object  which  the  average  of 
such  eyes  could  see  must  subtend  an  angle  at  the  first 
nodal  point  of  the  eye  of  one  minute,  and  that  before  two 
objects  could  be  seen  as  distinct  objects  they  must  each 
subtend  an  angle  of  one  minute  and  be  separated  from 
each  other  by  an  interval  corresponding  to  one  minute. 
His  scale  is  based  on  these  observations,  and  with  it  we 
do  not  intend  to  find  any  fault;  it  is  excellent,  and  in 
every  respect  useful  and  reliable.  When  a  person  who  is 
placed  at  six  metres  from  the  types  is  able  to  read  the 
smallest  of  Snellen's  types  he  is  said  to  have  normal 
visual  acuteness.  It  is  against  this  statement,  because  it 
is  in  many  important  circumstances  misleading,  that  I 
desire  to  enter  a  mild  protest.  Jn  the  recent  edition  of 
Mr.  Hartridge's  valuable  book  (page  58),  the  author 
states  that  this  is  the  average  vision.  We  beg  respect- 
fully to  call  the  statement  in  question. 

The  normal  temperature  of  the  human  body  is  said 
to  be  98*4°  of  Fahrenheit's  scale  because  it  is  the  average 
temperature  of  healthy  persons.  At  a  certain  ])eriod  of 
the  day  it  is  above  this,  at  another  time  below  it,  but  if  u 
sufficiently  large  number  of  healthy  persons  be  taken  and 
tlieir  highest  and  lowest  temperatures  be  noted,  and  the 
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average  struck,  tlien  the  mean  will  he  found  to  be  98*4°  of 
Fahrenheit's  scale.  The  phrase  *' normal  temperature'' 
implies  this,  or  it  is  without  meaning.  Even  in  this  case 
a  reservation  would  have  to  be  made.  It  would  require 
to  be  stated  that  it  is  only  the  average  of  temperatures 
taken  in  the  axilla,  but  is  not  the  normal  temperature 
if  the  observations  are  made  in  the  mouth  or  in  the 
rectum. 

Now  it  cannot  be  maintained  for  a  moment  that  visual 
acuteness  of  ^  is  the  average  of  mankind.  It  may  or 
may  not  be  the  average  of  the  healthy  emmetropic  eye. 
Snellen  has  satisfied  himself  that  it  i*,  and  I  do  not  for  a 
moment  dispute  the  observations  of  so  accurate  and  honest 
an  observer.  All  I  object  to  is  that  it  should  be  called 
normal  visual  acuteness,  in  so  far  as  that  phrase  is 
calculated  to  convey  to  the  mind  of  anyone  who  is  not 
familiar  with  the  subject  the  idea  that  it  is  the  average  of 
mankind. 

To  begin  with,  just  as  temperatures  much  below  Avhat 
Fahrenheit  thought  the  lowest  obtainable  have  been 
reached,  so  visual  acutenesses  much  above  what  Snellen 
deemed  the  best  have  been  recorded.  Then,  again,  we 
have  the  large  class  of  cases  in  which  the  eyes  are 
hypermetropic  or  in  Avhich  there  is  simple  or  compound 
hypermetropic  astigmatism,  and  in  which  the  visual  acute- 
ness is  by  no  means  |-  of  Snellen's  scale.  Further,  it  is 
generally  said  that  in  healthy  eyes  with  emmetropia  the 
visual  acuteness  diminishes  with  years.  Again,  we  must 
remember  that  there  are  many  sound  eyes  Avhicli  are 
myopic,  ill  none  of  which  can  the  vision  be  jj.  Therefore, 
although  it  is  true  that  there  are  a  few  eyes  with  better 
vision  than  Jy,  it  is  undoubtedly  the  case  that  the  average 
of  the  healthy  eye  is  considerably  below  it.  For  these 
reasons  the  term  normal  visual  acuteness  should  not  be 
applied  to  the  starting-])oiut  of  Snellen's  scale. 

^riicsc  facts  arc  sufficiently  familiar  lo  all  oplit  lialiiiic 
surgeons,  and  to  tlicm  tlicy  do  not  i-ofpiirc  to  be  stated  at 
this  time  of  (lay.       W^'re  they   the  only  jiersons   involved 
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I  would  not  liavo  liiid  tlic?  tciiR'rity  to  bring  tlie  matter 
before;  an  nudicnee  sueli  as  T  liave  now  tlie  lionour  to 
address.  Others,  liowever,  aru  interested,  and  to  them 
the  p]irase  normal  visual  acuteness  is  apt  to  be  misleading. 
Since  the  Workmen's  Compensation  Act  was  passed  some 
years  ago  a  very  large  number  of  cases  of  eye  injury 
have  come  before  the  judges  a})pointed  to  examine  into 
such  matters.  These  gentlemen  are  for  the  most  part 
minor  judges, — in  Scotland  sheriff  substitutes — or  else 
medical  practitioners,  no  doubt  of  excellent  standing,  but 
who  are  generally  quite  unacquainted  witli  the  methods  of 
taking  the  form  sense. 

Take  the  case  of  a  man  who  has  entirely  lost  one  eye  ; 
we  shall  suppose  that  the  other  has  escaped,  and  that  there 
is  no  danger  of  sympathetic  ophthalmitis  or  even  of  sympa- 
thetic irritation.  It  is  admitted  on  both  sides  that  the  vision 
of  the  renuiining  eye  is,  say,  one  quarter  of  the  so-called 
normal.  The  judge  is  apt  to  argue,  and  as  a  matter  of 
fact  often  comes  to  the  conclusion,  that  this  is  a  case  in 
which  the  workman  has  lost  one  eye,  and  that  since  the 
other  one  is  undoubtedly  so  much  below  what  he,  from  the 
phrase  normal  vision,  believes  to  be  the  average,  that  the 
man  is  no  longer  fitted  for  his  work.  He  does  not  realise 
that  the  same  man,  when  endowed  with  both  eyes,  liad 
probably  not  a  higher  visual  acuteness  than  lie  now  has 
with  only  one.  Let  him,  however,  understand  that  the 
words  normal  visual  acuteness  do  not  indicate  the  averagfe 
of  mankind,  but  refer  only  to  an  arbitary  standard  for  a 
certain  ty})e  of  eye,  the  case  will  probably  assume  ;i 
different  aspect  to  him. 

What,  then,  should  be  done  so  as  to  prevent  this  mis- 
apprehension on  the  part  of  persons  who,  however  pains- 
taking aiid  honest  in  their  endeavours  to  form  a  correct 
opinion,  are  misled  by  language  which  in  itself  is  in- 
accurate, although  of  perfectly  definite  meaning  to  those 
who  use  it  ? 

The  first  sug'gestion  which  I  have  to  make  is  that  we 
give  up  calling    ]j    Snellen    normal   visual    acuteness,   and 


292  MISCELLANEOUS. 

substitute  some  other  term,  sucli  a.s  typical  vision  or 
standard  vision.  That,  to  some  extent,  would  meet  the 
case,  and  I  hope  that  this  influential  Society  will  give 
its  imprimatur  to  some  such  alteration.  But  another 
suggestion  seems  to  me  to  be,  if  somcAvhat  impracticable, 
at  least  important.  An  attempt  might  be  made  to 
determine  the  lowest  visual  acuteness  with  w^hich  a  man 
can  follow  any  particular  calling.  An  ophthalmic  surgeon 
may  at  present  be  asked,  "  Do  you  think  that  with  vision 
of  only  one  quarter  of  the  normal  a  man  is  capable  of 
carrying  on  his  work  as  a  carpenter  ?  "  His  answer  at 
present  must  be  a  matter  of  his  own  individual  opinion, 
perhaps  backed  by  careful  observation  of  actual  cases. 
A  surgeon  may  have  data  of  his  own  to  guide  him,  but 
so  far  as  I  know  there  has  been  no  general  effort  made 
at  collecting  and  tabulating  results  for  the  different 
trades  and  callings  involved  in  the  Workmen's  Compensa- 
tion Act. 

Is  it  too  much  to  hope  that  this  Society,  which  is 
regarded  as  authoritative  in  ophthalmic  matters  for  the 
United  Kingdom,  will  appoint  a  committee  to  consider 
the  whole  matter,  so  that  a  large  number  of  accurate 
observations  may  be  available  for  the  guidance  of  those 
who  are  anxious  to  have  correct  information  on  such 
points  ?  Results  obtained  in  this  way  would  be  of  great 
economic  value,  and  by  collecting  the  necessar}^  statistics 
this  Society  would  add  another  to  the  many  services 
which  it  has  already  rendered  to  ophthalmic  science.  In 
fact,  a  permanent  committee  on  the  relations  of  ophthal- 
mology to  the  various  trades  and  occupations  of  men 
might,  from  the  standpoints  of  the  political  economist  and 
of  the  statistician,  be  of  great  use  to  the  community.  The 
work  to  be  done  is  so  great  that  no  one  man  is  able  to 
undertake  it,  and  there  should  be  a  joint  agreement  as  to 
the  best  method  of  obtaining  data  and  of  tabulating 
results.      Take  but  one  example. 

There  is  a  general  consensus  of  o])iiiioii  th;»t  i\  colour- 
Ijlind    person    is    incapable   of    undertaking  the  duties   of 
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iiavi^'.itioii.  ill  view  ul  certuiii  facts  with  which  I  aiii 
iicquaiiited  I  cannot  admit  that  conclusion.  It  would  be 
tlu^  duty  of  such  a  committee  to  ascertain  under  what 
circumstances  and  to  what  extent  colour  Ijh'ndness  is 
dangerous.  My  own  belief  is  that  it  is  only  so  when 
accompanied  by  a  defective  light  sense. 

Oddly  enough  no  attempt  is  made  so  far  as  1  know 
either  in  this  or  other  countries  to  test  the  light  sense  of 
those  who  are  to  take  charge  of  a  vessel.  Speaking  as  I 
do  with  some  practical  knowledge  of  navigational  duties, 
having  kept  the  watch  in  all  sorts  of  weathers  both  by  day 
and  by  night,  I  think  it  highly  probable  that  if  sufficient 
data  were  obtained  it  would  be  found  that  a  defective 
light  sense  is  more  dangerous  than  a  defective  colour 
sense. 

As  further  illustrative  of  the  foregoing  remarks  I  may 
mention  a  case  recently  tried  in  one  of  the  law  courts 
under  the  Act  in  (juestion.  The  man  had  been  a  collier, 
and  had  lost  one  eye  from  injury.  The  other  had  a  slight 
myopia  and  had  a  visual  acuteness  of  ^  Snellen.  Two 
gentlemen  were  of  opinion  that  he  was  unable  to  continue 
his  work  with  only  that  amount  of  vision.  As  I  happen 
at  present  to  be  taking  notes  of  cases,  which  seem  to  be 
important,  I  was  able  to  quote  a  case  in  which,  from 
excessive  myopia,  (mc  eye  was  practically  blind.  The 
other  eye  had  a  myopia  of  about  6  or  7  D.,  and  a  visual 
acuteness  by  Snellen^s  scale  of  about  -^-^j ;  yet  that  man 
had  maintained  himself  as  a  collier.  He  never  suspected 
that  anything  was  wrong  till  he  tried  to  get  into  the 
service  of  a  railway  company. 

Still  more  interesting  is  the  case  of  J.  A — ,  jet.  29  years, 
who  had  been  regularly  employed  as  a  collier.  In  one 
eye  there  was  a  myopia  of  10  D.,  in  the  other  of  14  ])., 
but  in  neither  was  the  vision  equal  to  yo  ^^^  Snellen.  It 
must  have  been  considerably  under  it. 

If  I  am  not  intruding  too  long  on  the  time  of  tlu^ 
Society  I  should  like  to  mention  two  other  cases  which 
arc    of    importance    as    showing    that    two    eyes    are    not 
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necessary  in  judging  of  alignment  merely.  At  Messrs. 
Caird's  yard  in  Greenock  I  saw  an  old  man  busy  caulking. 
One  eye  had  been  enucleated.  In  consequence  of  corneal 
ulceration  there  was  a  nebula  on  the  corner  of  the  other 
eye  in  part  opposite  to  the  pupil.  For  years  he  had  been 
in  this  condition,  but  was  still  able  to  earn  his  living  as  a 
caulker. 

The  second  case  which  I  wish  to  mention  was  that  of  a 
gentleman  who  was  a  keen  bowler,  and  who  unfortunately 
lost  the  sight  of  one  eye.  It  made  little,  if  an}^,  difference 
to  his  play.  He  won  the  President's  prize  of  the  green 
on  Avhich  he  played  the  year  previous  to  his  loss,  and  he 
also  did  so  the  year  following.  His  only  difficulty  was  in 
seeing  if  a  bowl  in  the  vicinity  of  the  jack  was  what  is,  I 
believe,  technically  called  jack  high. 

A  collective  investigation  of  a  large  number  of  such 
cases  cannot  fail  to  be  of  great  public  utility. 

(November  19^/i,  1903.) 

Mr.  Adams  Frost  said  he  did  not  understand  whether 
Dr.  Fergus  meant,  when  speaking  of  the  acuity  of  vision, 
that  observed  when  all  error  of  refraction  was  corrected. 
[Dr.  Fergus:  "Without  correction."]  But  surely  that 
was  not  the  sense  in  which  the  term  was  used  by 
Snellen,  and  it  was  always  understood  to  mean  the  vision 
after  errors  of  refraction  were  corrected. 

Mr.  Devereux  Marshall  thought  that,  if  there  were 
doubts  in  the  mind  of  anyone  as  to  the  extreme  inadvisa- 
bility  of  allowing  colour-blind  people  to  keep  watch  on 
ships  at  night,  a  Committee  might  reasonably  be  appointed 
to  lay  down  the  law  on  that  subject.  He  would  not  have 
thought,  liowovor,  that  there  could  bo  two  opinions  on  the 
point. 

Dr.  Fergus,  in  rei)ly,  said  vyc  surgeons  might  nu^an 
visual  acutenoss  after  errors  of  r('fV;u;tion  were  corrected, 
but  tlicy  did  not  say  it.  Moreover,  w  woi-kin:ni  wjis  not 
allowed  to  \v(>:ir  glasses  at  liis  work.  Tlial  was  a  mistake, 
Ijiit    it    was    a    ])r('jii(li('('    <»t"    li-nh's'  unions.       In   a,  coiii-t  of 
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hiw  wliat  wjLS  (liscusscHl  \v;is  the  visual  aciiifv  wiilioiit 
_o-lasses,  and  iiornial  visual  acutenoss  was  jiii  unt'oi'tuiuitf 
iiarne  wlieu  it  was  not  tlio  natural  avoi-ago  of  mankind 
witliout  tlio  eri'ors  corrected.  Oplitlnilniic  surge(nis  did 
not  idways  specify  wlnit  tliey  meant  by  tlic  plirast;  in 
tlu'ir  l)()oks,  nor  wlien  tliey  got  into  the  witness-l^ox. 


3.   The  jndyment  of  the  .nze  and  distance  of  (fhjrrts. 
By  N.  Bishop  Harm  an,  M.B. 

The  manner  in  wliicli  we  judge  and  misjudge  our 
retinal  impressions,  and  tlie  means  whereby  these  judg- 
ments and  misjudgments  are  obtained,  are  themes  of 
perennial  interest.  The  question  of  the  mode  of  judgnu'iit 
of  the  size  and  distance  of  objects  crops  u])  in  a  recent 
issue  of  the  British  Medical  Joiirnal  in  a  note  by  ^Ir. 
Huggard,  of  Davos  Platz,  under  the  title  "  Ocular  Accom- 
modation and  the  Apparent  Size  of  Objects^'  (1). 

The  writer  noted  with  suri)rise  that  one  could  ''  alter  at 
will  the  apparent  size  of  objects."  He  states  his  opinion 
"  That  the  sensation  of  varying  ocular  tension  (this  term 
by  itself  is  ambiguous,  but  from  the  whole  note  it  is 
evident  that  the  term  is  intended  to  mean  varviny*  tension 
of  the  ciliary  muscle)  helps  us  to  judge  distance,  and  that 
the  inferred  distance  goes  to  determine  the  a])parent  size 
of  objects."  He  bases  this  opinion  on  his  reading  of  a 
certain  experiment.  "Fixing  the  eyes  on  a  distant  object 
I  shut  one  eye  and  then  acconnuodate  tor  near  vision. 
The  distant  object  at  wliich  1  w;is  looking  innnediately 
appeared  to  shrink.  An  easy  way  to  acconnuodate  for 
near  vision  while  looking  at  a  distant  object  is  to  direct 
the  eye  on  the  finger-ti])  three  inches  or  four  inches  in 
front  of  the  eye  in  the  line  of  vision  witli  tlu'  distant 
object.      The  rc^ason  for  shutting   one  eye    is  to  avoid  the 
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confusion  of  pictures  due  to  the  convergence  that  goes 
with  accommodation  for  near  vision The  experi- 
ment is  most  striking'  if  tried  on  one's  own  reflection  in 
the  mirror." 

The  facts  of  the  observation  are  undoubted  :  the  experi- 
ment has  been  described  and  commented  on  by  several 
experimenters ;  Rivers  (2)  names  them,  and  himself  states 
some  experiments  he  has  made  on  the  subject.  Helm- 
holtz  treats  of  the  subject  in  his  work  (3)  and  Rivers  in  a 
recent  text-book  (4). 

The  illusion  of  the  experiment  stated  above,  which  for 
convenience  I  will  refer  to  as  Experiment  1,  can  be  made 
more  striking-  and  rather  amusing  by  a  small  elaboration, 
thus  : 

(1)  If  whilst  standing  before  a  mirror  the  finger  be 
brought  directly  before  the  uncovered  eye  at  arm's  length, 
and  then  fixed  by  the  eye,  the  image  of  the  observer's  person 
will  appear  diminished  and  more  distant.  If  the  finger 
be  now  brought  nearer  and  nearer  to  the  eye  the  image  of 
the  person  will  rapidly  diminish  and  fall  backwards,  and 
an  impression  will  be  gained  of  its  movement  very  similar 
to  that  of  the  view  on  the  screen  when  a  cinematograph 
film  is  passed  through  the  machine  in  a  reverse  to  the 
natural  direction.  If  again  the  finger  be  pushed  back 
from  the  eye  the  image  of  the  observer  will  rapidly  come 
forward  and  increase  in  size,  giving  the  effect  of  the 
movement  of  a  man  as  seen  when  the  cinematograph  is 
worked  in  tlie  right  direction  in  the  usual  rapid  manner. 

The  point  to  be  determined  is  whether  these  appear- 
ances are  due  to  the  acconnnodative  act,  as  Mr.  Huggard 
suggests,  or  to  tlic  net  of  convergence,  Avliicli  :ilso 
takes  place  at  the  sjiiiie  time.  That  both  acts  ar(^  ])vv- 
formed  under  these  conditions  is  certain,  tli(>  accommoda- 
tion is  ])atent  to  tlie  obsei-ver,  ;nid  the  convergence  of  tlie 
covered  eye  can  he  noted  by  an  onlookei-,  or  pci-ceiNcd  ))y 
the  observer  liimself,  lor  if  during  tlie  test  tlie  liaiid 
covering  the  miiiscd  eye  -say  the  right — he  held  ;it  ;i 
little  di.stiiiicc  IVoiii  this  eye,  on  bringing   the  ohjcct    linger 
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near  to  tlic  iiiic-ovcrcd  and  left  eye,  t lie  covcrinj^*  hand  will 
ap])C'ar  to  move  outwards,  owino-  to  tlie  convcri^'-enc-c  of  tlic 
n'o-lit  and  covered  eye. 

I  have  performed  a,  series  of  sini])le  tests  which  tend  to 
sliow  that  tlie  apparent  alteration  of  tlie  size  and  position 
of  the  images  is  really  dependent  on  the  act  of  convergence, 
or  on  convergence  in  the  main,  if  not  on  that  alone. 

2.  If,  when  both  eyes  are  fixed  upon  an  object  at  either 
a  far  or  near  point,  a  prism  be  held  base  outward  before 
one  eye  a  snuiU  effort  will  produce  fusion  of  the  images, 
and  at  once  it  will  be  noted  that  the  image  of  the  object 
is  greatly  reduced  and  a})parently  pushed  backwards. 
The  marked  convergence  necessitated  by  the  presence  of 
the  prism  during  the  maintainance  of  binocular  vision  can 
be  noted  by  an  onlooker. 

8.  If  now  a  prism  be  held  before  one  eye  base  inwards 
and  fusion  be  obtained  by  an  act  of  divergence,  it  will  be 
noted  that  the  object  appears  to  be  both  enlarged  and 
brought  nearer  to  the  eye.''^ 

4.  These  two  experiments  were  repeated  with  the  ciliary 
muscles  paralysed  by  a  mydriatic  {a)  on  obtaining  fusion 
of   the  image  of  the  object  with   the  prism  held  base   out 

*  In  trying  these  experiments  it  will  be  well  to  use  prisms  which 
nearly  neutralise  one's  power  of  convergence  or  divergence ;  but  very 
good  effects  can  be  obtained  by  the  use  of,  say,  14  P.D.  base  out  and 
4  P.D.  base  in.  In  experimenting  on  various  people,  I  found  a  very  few 
perceived  only^an  alteration  in  size  and  none  in  distance.  "Why  this 
shoiild  be  so  I  do  not  know.  That  there  is  an  apparent  alteration  in 
both  size  and  distance  I  feel  convinced,  and  most  people  recognise  this. 
If  the  observed  object  be  affixed  to  a  large  wall,  the  wall  will  appear  as 
if  bulged  when  viewed  through  the  prism.  In  experiment  2,  pri.sm  has*.' 
out,  the  wall  is  bowed  away  from  the  observer,  the  apparent  alteration 
in  size  and  distance  being  more  marked  in  the  middle  of  the  wall  than 
at  the  top  and  bottom.  In  experiment  8,  prism  base  in,  the  wall  is 
bowed  towards  the  oV)server,the  apparent  alteration  of  size  and  distance 
being  again  more  marked  at  the  middle  of  the  w.all,  but  in  a  reverse 
manner  to  that  in  the  previous  experinu'nt.  These  appearances  are 
sometimes  noticed  and  complained  of  by  patit>nts  who  wear  prisms.  I 
think  they  may  be  due  to  a  lessened  refraction  of  the  rays  as  they  pass 
obliquely  through  the  prism  above  or  below  the  axis  of  the  prism. 
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the  object  appeared  diminished  and  pushed  backwards ; 
{h)  with  the  prism  hekl  base  in  the  object  appeared 
enlaro-ed  and  brouo-ht  nearer. 

5.  It  is  well  known  that  Avith  a  little  practice  it  is  possible 
to  so  control  the  extra-  and  intra-ocnlar  muscles,  that  the 
accommodative  act  can  be  obtained  for  near  objects,  with 
a  coincident  parallelism  or  even  divergence  of  the  visual 
axes.  This  is  done  by  practising  to  obtain  the  stereo- 
scopic effect  of  stereoscopic  views  held  about  ten  inches 
from  the  eyes  by  producing  an  external  displacement  of 
the  visual  axes  without  the  aid  of  an  instrument.  The 
effect  is  most  easy  of  attainment  with  the  use  of  photo- 
graphs of  some  bold  object,  such  as  those  of  a  statue. 
AVhen  the  stereoscopic  illusion  is  gained  it  is  noticed  that 
the  object  appears  larger  than  before.  Further,  if  the 
photo,  be  removed  from  the  eye  slowly,  and  the  balance  of 
the  squint  be  maintained,  the  apparent  size  of  the  object 
will  rapidly  diminish ;  if  it  be  brought  near  again  it  will 
appear  to  enlarge.  These  alterations  in  apparent  size  are 
altogether  disproportionate  to  the  degree  of  movement, 
and  hence  of  the  accommodative  act.  That  the  apparent 
alteration  in  size  noted  here  is  not  due  to  the  stereoscopic 
"  solidity  ''  can  be  determined  by  slipping  a  screen  before 
one  eye ;  the  covered  eye  does  not  turn  in  for  a  few 
moments,  and  during  that  time  it  can  be  ascertained  that 
the  judgment  of  the  size  of  the  picture  before  the  un- 
covered eye  is  the  same  as  that  of  the  superposed  images 
of  both  eyes.  It  follows  then  that  the  illusion  of  altera- 
tions of  size  and  position  are  the  result  of  the  abnormal 
act  of  deviation. 

6.  (a)  This  conclusion  is  confirmed  by  producing  the 
stereoscopic  effect  by  the  aid  of  a  simple  prism  held  base 
(nitwards.  Now  the  stereoscopic  effect  is  gained  without 
any  act  of  deviation,  accommodation  and  convergence  are 
normally  balanced,  and  tlu;  size  of  lli(^  object  observed 
remains  that  which  it  is  seen  to  bear  wlicii  citlier  half  of 
tlic  ])hoto.  is  e\ainiii('(l  by  both  eyes  in  the  usual  iiiaiiiuM'; 
(//)    if  a   pi'isiii  of    excessive^  aiiLi'lc   be    used    instead    ol"    one 
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of  just  siifticiciit  aiio'lc,  tlien  excessive  conver^n»nfc  will  ])e 
necessary  to  obtain  tlie  stereos(M)])ic,  effect,  ;i ml  the  ohjc-ct 
will  nppear  rednced  in  si/e  and  pnslied  hjickwards.  In 
doing-  these  experiments  a  screen  nuist  be  lield  vertically 
between  tlie  eyes,  otherwise  tlie  eyes  will  by  converiroiice 
nentralise  the  prism,  and  no  stereoscojjic  effect  will 
follow. 

7,  If  wdien  the  stereoscopic  effect  is  ])roduced  by 
sqninting  outwards  and  without  the  aid  of  a  prism  the 
apparent  size  of  some  distant  object  be  noticed — with  a 
little  practice  this  can  be  done — it  will  be  found  that  the 
object  is  not  diminished  and  displaced  backwards  as  in 
the  first  experiment  when  convergence  obtains;  but  by 
contrast  to  what  is  expected  from  known  normal  con- 
ditions the  object  appears  enlarg*ed  and  nearer  than  it 
really  is.  The  same  judgment  is  obtained  when  one  or 
other  of  the  eyes  is  (piickly  covered  by  a  screen  during 
this  act  of  divergence,  cum  accommodation. 

In  the  Experiments  5,  6,  and  7  there  is  ;i  full  accom- 
modative act;  in  Experiment  1  there  is  also  an  e(|ual 
accommodative  act.  If  the  muscular  sense  of  the  accom- 
modative act  were  the  sole  dcterniining  cause  of  the 
sensation  of  size  and  distance  of  objects  then  the  a}i])arent 
size  and  distance  of  the  object  observed  should  be  sensibly 
similar  in  each  of  these  experiments.  But  they  are  not. 
In  the  simple  form  of  Experiment  1,  and  the  elaboration 
of  it  I  have  described,  there  is  marked  convergence  and 
coincident  accommodation,  and  the  images  of  objects  are 
diminished  and  pushed  backwards.  In  Experiments  li 
and  4rt  there  is  forced  convergence,  but  without  any 
accommodative  act,  here  also  the  objects  h)oked  at  become 
apparently  smaller  and  displaced  backwards. 

In  Experiments  5  and  i)(f  ther(^  is,  with  the  accommo- 
dative act,  divergence  of  the*  visual  axes,  and  the  objects, 
both  ncnir  and  far  in  ]i(^sition,  a])]iear  enlai-ged  and  a])]iroxi- 
mated  to  the  eye  ;  whilst  in  Ivxjx'riinents  •'>  and  1/'  the 
divergent   action  is   obtaincMJ    witlxuit  the  accommodative 
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act,  and  the  same  illusions  are  obtained  in  sensibly  similar 
degree. 

It  seems,  therefore,  that  the  appreciation  of  the  size 
and  distance  of  objects  depends  much  more,  if  not  entirely, 
on  the  sense  of  extra-ocular  muscular  tension  than  on  that 
of  intra-ocular  muscular  tension.  That  the  judgment  of 
the  value  of  this  extra-ocular  muscular  tension  is  a  matter 
of  training  is  shown  by  the  experiences  of  those  who  have 
obtained  sight  for  the  first  time  when  arrived  at  years  of 
discretion,  and  this  judgment  must  be  the  effect  of  the 
education  of  the  higher  centres. 

It  may  be  contended  that  the  possible  existence  of  some 
slight  power  of  judging  relative  distances  with  one  eye 
only  would  lend  strong  support  to  the  idea  that  the  state  of 
the  accommodation  was  the  leading  factor  in  the  judgment. 
The  small  range  of  distances  in  which  it  is  possible  for  the 
accommodation  to  act,  and  the  inaccuracy  of  the  judgment 
with  a  single  eye  for  even  near  objects,  greatly  weakens  the 
contention.  On  the  other  hand,  we  have  strong  evidence 
that  where  the  accommodative  act  is  completely  abolished, 
as  in  presbyopia  or  aphakia,  the  appreciation  of  distance 
and  size  is  maintained.  I  am  inclined  to  think  that  any 
appreciation  of  relative  distance  with  a  single  eye  is  a 
matter  of  cerebral  judgment  due  to  illumination,  contrast, 
and  so  forth  gained  by  education. 

There  is  one  other  argument  I  should  like  to  bring  for- 
ward. In  the  progression  of  the  vertebrates  it  is  remark- 
able that,  with  the  increase  of  the  faculty  of  visual  per- 
ception, there  is  a  coincident  alteration  of  the  position  of 
the  eyes  in  tlic  liead. 

Ill  the  lower  vertebrates,  e.  g.  fishes,  the  eyes  are  almost 
universally  lateral  in  position,  the  visual  acuity  appears 
to  be  of  ;i  roin])arative]y  feeble  order,  tlu^  ey(»s  seem  to 
serve  rather  as  ahiruiiis  than  as  organs  of  ])erce])tiou, 
despite  the  fact  that  they  arc  capable  of  a  definite  accom- 
modative act  (J^eer,  5)^^10  lisli  (Icpciid  on  oIIkm-  iind  more 
developed  orgnns  to  detect  all  that  they  desire  as  good. 
In   the  liigher  vertebrates,  with    a    hetter  \isiial    pcM'cejition 
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the  eyes  conic  more  to  the  trout  of  the  hcjid,  until  in  man 
|)aranelism  of  tlie  normal  \isinil  axes,  and  the  ])o\vei"  of 
l)inoeul:ir  vision,  with  its  exrjnisite  l)al;in(.'e  of  the  extra- 
(jciihir  nmseles,  result,  so  that  the  Ijalance  of  the  eyes  can 
\)i)  maintained,  even  nnder  conditions  of  marked  conver- 
"•ence. 

If,  as  seems  likely,  the  gi'owtli  of  tlie  a})|)reciation  of 
size  and  distance  is  coincident  with  the  growtli  of  visual 
acuity,  then  it  follows  that  th(*  i^-rowth  of  the  a]ipreciation 
of  size  and  distance  is  coincident  with  the  chiino-c  in  posi- 
tion of  the  eyes,  and  that  this  change  in  ])osition  and 
striving  towards  binocuhir  vision  and  balance  of  extra- 
ocuLar  muscular  action  favours  tliat  a])])reciation. 

^riiere  is  a  remarkable  family  of  fish  in  wliicli  almost 
the  whole  of  this  sh)w  process  of  evolution  has  been  antici- 
])ated  at  a  single  ])ound.  The  tender  pleuronectids, 
so  grateful  to  the  pahite,  comprise  this  family.  The 
larval  forms  swim  on  an  even  keel  like  any  other  fish, 
but  they  are  ground  feeders,  and,  as  the  young  fish  grows, 
it  slowly  turns  more  and  more  to  one  side,  until  at  last  it 
lies  flat  on  the  bottom  on  one  side,  and  even  when  it  swims 
it  moves  on  one  side,  flat,  like  a  capsized  yacht,  and  this 
under  side  looses  its  pigment  and  remains  white.  The 
eye  of  this  under  side  does  not  get  left  staring  profitless 
to  the  dark  bottom  ;  as  the  fish  turns,  so  the  eye  reverses 
the  general  body  turn,  and,  forcing  its  way  through  the 
Ixmes  of  the  skull,  it  leaves  its  former  socket  em])ty,  to 
appear  beside  the  other  eye,  so  that  now  there  are  two 
eyes  on  the  one  side,  the  new  permanent  to])  side  of  the 
body.  The  same  changes  take  phice  in  both  dextral  antl 
sinistral  fish.  It  is  noteworthy  that  the  fins  do  not  altei- 
their  position. 

Now  if  you  will  wntch  tlu^si*  fish,  as  I  have  often  done 
at  the  Plymouth  Aipiarium,  you  will  note  how  diffcM-ently 
the  eyes  of  these  fish  api)ear  to  the  eyes  of  other  fish.  It 
is  barely  a  stretch  of  imagination  to  say  they  look  intelli- 
gent !  They  ])roject  up  from  the  body  siirtiice  like  a  ])air 
of   conning    towers;  often    the  lish,  with    a    ripple    and   a 
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wriggle  of  its  body^  will  shake  the  sand  and  stones  over 
its  body  until  it  is  all  hidden  save  for  these  eyes.  They 
move  incessantly,  and  there  is  a  very  definite  approxima- 
tion of  the  visual  axes  towards  a  parallelism,  and  I  am 
not  sure  that  on  some  occasions  a  convergence  was  not 
obtained. 

Now,  the   point   I  wish   to   bring   out  is   this  :  all  these 
outward  changes,  due  to  the  approximation  of  the  eyes  in 
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Fig.  65. — Dorsal  view  of  dissection  of  R.  orbit  of  Pagellus 
centrodontus  (sea  bream),  x  |.  A  fish  of  ordinary  shape, 
and  swimming  on  an  oven  keel. 

Fig.  66. — Dorsal  view  of  dissection  of  E.  orbit  of  Zeus  faher 
(John  Dory).  x  ^.  A  fish  of  very  flat  discoid  shape,  but 
which  swims  on  an  even  keel.  The  M.  obliqnus  sviperior  of 
the  eye  in  each  case  has  one  of  the  three  simple  modes  of 
attachment  to  the  i^lobe  conmion  to  fish ;  it  slightly  overlaps 
the  LI.  rectus  superior.  In  other  fish  the  muscle  does  not 
overlap  the  rectus ;  it  meets  it  in  a  V-shaped  insertion. 
In  sharks  the  muscles  are  sei^arated  by  a  small  interval 
^/-fashion. 

tlicir  setting  in  the  head,  and  necessitated  by  an  unusual 
habit  of  life  that  compels  the  fish  to  use  its  eyes  or  be 
caught  or  lose  its  food,  coincide  with  a  change  in  the 
extra-ocuhir  muscles  exactly  like  that  produced  under  the 
.same  conditions— a] )proximatiou  of  the  eyes — in  the  higher 
vertebrates.  This  change  is  the  specialisation  of  the  M. 
()}»liquiLH  .superior.  Fig.  65  sliows  the  regular  aiaaiigciueuts 
of  tlie  muscles  in  fish;  l^'ig.  06  shows  tlie  specialisation  of 
the  superior  obli(|U('    in    ihc    jjlcuronectids.       1    round   lliis 
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specialisation  in  ;ill  \';ii-ict  ics  of  plcni'oncctids  J  could  obtain 
(six),  but  it  is  not  found  in  ;iny  other  fisii.  It  is  a  sin;rul;i  r 
anticipation  of  the  condition  of  the  muscles  in  tlie  lii^lier 
vertebrates. 

These  facts  become  the  more  striking  as  we  examine 
other  bottom  fish,  r.  y.  skate  and  an<>-ler.  'J'liese  are  flat, 
but  on  an  even  keel,  they  are  not  turned  on  one  side  like 
the  plaice ;   and,  although  their  eyes  are  close  together  on 

Fig.  67. 


Nv.  III. 


-  — Si)eciHl  rotatory 
slip  of  obli<i.  sup. 


Flu.  67. — Dorsal  view  of  the  11.  eye  of  Rhombus  inaximtis  (Halibut) 
with  muscles  iittacliod  (the  extension  of  the  recti  into  the 
subcranial  canal  is  not  indicated),  x  4^.  The  M  obliquus  supe- 
rior divides  into  two  parts ;  the  larger  is  inserted  by  a  flat 
thin  tendon  into  the  sclerotic  just  behind  the  sclero-corneal 
junction,  and  is  in  close  connection  with  the  tendon  of  M. 
rectus  superior;  the  smaller  piu'tion,  after  leavino;  the  main 
mass,  crosses  the  rectus,  and  lyiny-  within  a  pullev-like  slu-ath 
derived  from  Tenon's  capsule,  it  follows  the  posterior  qiuidrant 
of  the  bulb  until  reaching-  the  level  of  M.  rectus  e.xternus, 
where  it  is  inserted  by  a  thin  tendon  immediately  deep  to 
that  muscle.  It  is  this  curved  smaller  poi-tion  of  tlie  ol)li(juus 
which  anticipates  the  form  foiuid  in  hi«^her  vertel)rates. 


the  upper  surface  of  the  fish  on  either  side  of  the  dorsal 
crest,  they  remain  lateral  in  ]iosition,  and  there  is  no  com- 
plication of  the  obli(pie  muscles.  The  reason  for  this  lack 
of  progress  in  these  fish  is  at  once  seen  when  we  watch 
how  they  secure  their  food.  The  skate  has  a  monstrous 
nose,  he  smells  it  out.      The  angler  has  a  monstrous  mouth, 
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o;overiuHl  by  ;i  trig-o-er-bait  arrangement ;   he  captures  his 
prey  as  in  a  mouse-trap.      Neither  seem  to  want  eyes. 

In  concbision,  the  arguments  and  experiments  detailed 
show,  1  think  :  (1)  how  remarkably  our  judgment  of  size 
and  distance  can  be  upset  b}^  playing  tricks  with  the 
extra-ocular  muscles,  and  how  much  our  judgment  depends 
on  cerebration  started  by  conditions  of  these  muscles ; 
(2)  that  with  the  evolution  of  the  power  of  using  this 
nuiscular  mechanism  effectually,  there  has  been  a  growth 
in  the  ap]n"eciation  of  size  and  distance. 
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4.  Ano2>hthahnia. 
By  A.  H.  Payan  Dawnay. 

Fe^iale,  i\it.  3  months.      Born  at  term. 

li.  anophthalmia.  Lids  formed  with  laslu^s,  but  small. 
Palpebral  fissure  measures  about  three  eighths  of  an  inch. 
Small  conjunctival  sac,  in  wliich  nothing  of  rudimentary 
character  could  be  found.  ('J'lie  cliild's  health  has  not 
yet  ])(']-niitted  of  amestlietic.)       No  conjunctivitis  at  bii-tli. 

\j.  noiMiial  ;  ])al)»('br;il  fissure  about  tlii'ee  ((iiai-ters  of  an 
inch. 
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I   am  allowed  to  show  tliis  case  by  tlic  kindiix'ss  of    iJi-. 
Townsend,  Hanniicrsiiiitli. 

{Card  sj)ei'irtnni.      Drccmhcr  10///,  1908.) 

The  PKKSiDKiNT  said  ho  wislied  o})litlialinic  surgeons 
would  ji<^Tee  to  adopt  the  correct  term.  '^^I'he  child  was 
anoplithalmos,  but  the  condition  from  which  it  suffered' 
was  anophthahnia. 


•").    Congenital  defects   of  the   ocular    movements    combined 
with  'peculiar  associated  movements  of  the  eyes. 

By  L.  Werner,  M.B. (Dublin). 

The  patient,  a  girl  aet.  12  years,  has  never  been  able 
to  open  her  eyes,  which  have  been  in  their  present  condi- 
tion since  birth.  She  has  had  no  illness  except  disease  of 
the  bones  of  one  foot.  She  has  six  sisters  and  three 
brothers  who  are  all  in  good  health,  as  are  also  her  father 
and  mother.  They  have  never  suffered  from  any  eye 
affections. 

Condition  on  admission. — Well-marked  ptosis  on  both 
sides,  which  causes  patient  to  hold  her  head  thrown  back, 
and  produces  the  usual  appearance  due  to  over-action  of 
the  occipito-frontalis.  The  right  upper  lid  is  a  trifle 
lower  than  the  loft.  The  pal])obral  openings  measure  8 
mm.  vertically,  and  although  there  is  a  slight  transverse 
fold  in  the  up])er  lids,  the  levators  have  completely  lost 
their  power.  V.  in  each  eye  =  l^^,  with  correction  of 
astigmatism,  mixed  in  E.  and  myopic  in  Jj.  Fundi  normal. 
Pupils  equal  and  contract  to  light,  and  on  attem])ts  at 
convergence.  Accommodation  good,  reads  0"o  Snellen 
close  up.  Rotatory  nystagmus  in  both  eyes,  almost  im- 
perceptible in  L.      No  diplopia. 

The  movements  of  the  eyes  can  be  best  described  by 
taking  the  different  positions  seriatim, 
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Primanj  jjositiou. — She  always  fixes  witli  L.  ;  it  is  cen- 
tral, but  a  little  lower  than  it  should  be.  R.  is  still  lower 
and  slightly  divergent. 

Looking  down. — L.  moves  well  down,  while  R.  moves 
horizontally  outwards,  reaching  outer  canthus,  and  pro- 
ducing the  unusual  appearance  shown  in  the  photograph. 

Looking  wp. — L.  returns  to  primary  position,  and  R. 
moves  in  again  until  it  reaches  an  almost  central  position, 
but  makes  no  upward  movement ;  it  is  a  little  lower  than 
L.  Xeither  eye  can  be  raised  above  the  primary  position. 
The  condition  is  illustrated  in  the  second  photograph. 

Looking  to  right. — L.  rotates  fairly  well  in.  R.  fairly 
well  out,  but  not  so  far  or  so  rapidly  as  when  trying  to 
look  down. 

Looking  to  left. — L.  moves  almost  to  outer  canthus.  R. 
cannot  go  beyond  middle  line. 

Considering  each  eye  separately  :  In  R.  all  movements 
were  lost  except  outwards,  while  in  L.  movement  was 
completely  abolished  upwards  and  diminished  inwards, 
and  also,  but  in  a  less  degree,  outwards.  Some  power  of 
convergence  in  R.,  although  conjugate  movement  to  left 
was  absent  in  it. 

As  there  was  complete  loss  of  upward  movement  in 
both  eyes,  we  must  assume  that  the  inferior  obliques  were 
inactive,  and  there  certainly  was  no  torsion  visible,  which 
could  be  attributed  to  them.  The  torsion  effect  of  the 
superior  obliques  was  quite  evident  in  both  eyes  on 
attempting  to  look  down. 

Briefly  then  we  have  loss  of  ])ower  of  the  external 
muscles''^  su])plied  by  the  third  nerve,  which  is  complete  in 
R.  and  partinl  in  L.  There  is  also  some  loss  of  power 
in  the  external  recti.  Finally  a  vertical  movement  of  L. 
is  associated  with  a  lateral  movement  in  R.,  and  the 
internal  muscles  are  normal. 

*  I  Hpoak  of  tin'  iiiuHcles  for  convonicnco.  T  do  not  iii(»an  to  imply 
that  the  defect  lies  in  the  iiiusch;  it.self.  As  a  inattor  of  fact  two  of  the 
muHcles  which  were  examined  during  an  operation  wei-e  found  to  b(» 
normal,  and  presumably  the  others  wer(>  also. 
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How  ;irt'  the  ;i  I)iioi'iii;i  II y  associated  movi'incnf  s  to  !)(• 
<'\|)laincMl  y  All  attempt  at  downward  iiioveinent  in  K. 
when  tlie  interior  rectus  is  |)aralysed  would  Ijrin^r  the 
snpei'ior  o])li(jne  into  action  alone,  and  thus  account  tor 
some  downwai-(l  and  outward  displficenient,  hiit  not  foi- 
the  extensive,  strictly  hiteral  excursicjn  wliich  took  ])lace 
in  tin's  case.  This  conld  only  l)e  accomplished  l)y  tlie 
external  rectns,  or,  which  is  less  pi-obable,  by  the  com- 
l)ined  action  of  the  two  obliques.  Tlu;  latter  altei-native 
need  not  be  considered,  as  there  was  no  reason  to  believe 
tliat  the  inferior  oblique  was  able  to  perform  its  functions. 
Tt  is  safe,  therefore,  to  assume  that  the  rig-lit  external 
rectus  was  associated  in  its  action  with  the  depressors  of 
the  left  eye.  I  admit  that  tin*  right  superior  oblique  also 
took  part  in  the  movement,  as  the  torsion  effect  peculiar 
to  this  muscle  occurred  at  the  same  time  as  the  eye  moved 
outwards,  bnt  as  stated  above  the  effort  to  look  down 
would  naturally  l)ring  it  into  phiy. 

Wilbrand  and  Saenger  (Die  Neurologic  des  Aufjps-^  1899) 
give  a  very  good  account  of  congenital  paralysis  of  the 
ocular  muscles,  but  they  do  not  refer  to  these  ])erverted 
movements.  An  interesting  paper  on  the  subject  by 
Lawf(n-d  will  be  found  in  these  Transactions,  vol.  viii,  j).  262. 
In  one  of  his  cases  the  external  recti  acted  together,  and 
in  another  torsion  took  place  with  lateral  movements. 

Although  the  normal  associated  movements  of  the  eyes 
are  to  a  certain  extent  determined  by  hereditary  predisposi- 
tion, they  are  mainly  ac([uired  by  ex]HM-ience  during 
infancy,  and  if  the  conditions  ar(»  abnormal  at  birth,  and 
a  child  is  born  with  a  limited  number  of  movements  pos- 
sible, and  these,  as  in  my  case,  different  in  each  eye, 
abnormal  associations  will  be  foi'ined  as  the  result  of 
efforts  to  move  the  eyes.  In  my  case  the  only  possible 
movement  in  the  right  eye  was  outwards,  and  in  the  left 
eye  motion  downwards  was  better  than  in  any  other 
direction,  and  these  are  the  movements  which  an.'  associ- 
ated. iSince  this  explanation  suggested  itself  to  me  I 
found  that  Kunn  [BcltriUje  zur  Aiujcnhcilk.,  I'xl.  ii,  p.  "").")) 
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accounts  for  the  unusual  torsion  movements  in  Lawford\s 
case  in  a  similar  way,  though  he  expresses  himself  differ- 
ently and  does  not  speak  of  the  new  movements  as 
associated. 

I  did  a  tenotomy  and  advancement  in  the  right  eye  and 
the  internal  and  external  recti  appeared  to  be  normal.  It 
would  be  idle  to  speculate  as  to  the  nature  of  the  lesion, 
which  varies  so  much  in  different  cases.  The  most  that 
can  be  said  is  that  it  was  probably  not  a  muscular  defect. 
(Card  specimen.      January  28tJi,  1904.) 


6.   A  note  on  the  eye  symptoms  associated  with  rheumatoid 
arthritis,  tvith  especial  reference  to  the  field  of  vision. 

By  W.  M.  Beaumont  (Bath). 

Rhkumatoid  arthritis  is  a  disease  which  has  always  pre- 
sented difficulties  alike  to  the  pathologist  and  to  the 
therapist,  and  to-day  its  origin  is  unknown,  its  treatment 
is  vague  and  unsatisfactory-,  its  correlation  with  other 
diseases  is  disputed,  and  its  protean  sj^mptoms,  in  its  early 
stages,  are  often  unrecognised  or  misinterpreted. 

The  bacillary  theory  of  Drs.  Bannatyne  and  Wohlmann 
has  neither  been  decisively  confirmed  nor  definitely  con- 
troverted. 

The  still  later  theory  of  Dr.  Llewellyn  Jones,  that 
rheumatoid  arthritis  is  a  cerebro-spinal  toxaemia,  has  so 
far  escai)ed  the  destructive  distillation  of  criticism. 

It  was  about  two  years  ago  that  J)r.  Jones  asked  me 
wli('tli(  r,  in  my  experience,  there  were  any  eye  sym})toms 
associate*!  witli  i-lieiimatoid  arthritis,  and  1  re])lied  that 
tlie  onl\-  (UK'S  1  liad  noted  were  those  coiineeted  with 
astlienopia.  The  hyj)ei-niel  i-ope  re(juire(l  a  rullei-  cori'cc- 
tion,  age  for  age,  than  lie  wIk*  was  nol  rheninatoidal.  lie 
was     more    pi-one     lo    headaches   and     to     (tbscnral  ions    oi 
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vision  {iiitl  to  transient  ;iiiil)ly()])ia  tli:ni  tlic  lioaltliy,  ])iit 
tlio  syiMptonis  wei'o  iiici't'ly  siicli  as  one  would  cxjjc'ct  to 
find  ill  a  liy|)eriiietro])e  siif!"t'riii«^-  irom  n  dcl)ilitating 
disease.  I  iindertook,  however,  to  iiKjuire  a  little  more 
carefully  into  the  eye  conditions. 

Dr.  -Jones  was  at  the  time  K.M.O.  at  the  Uoyal  Mineral 
Water  H()s})ital  at  Bath,  that  ^Mivino-  nmseinn  "  of  rheu- 
matoid arthritis,  and  I  have  to  cordially  thank  him  for 
his  co-operation  in  the  investigation,  {ind  for  his  assistance 
in  collectini^'  the  patients.  My  thanks  are  also  due,  and 
are  gratefully  given,  to  the  physicians  of  the  hospital,  Drs. 
Carter,  Bannatyne,  and  Preston  King,  for  ]>erniission  to 
make  use  of  their  cases  and  notes. 

Speaking  generally,  the  eye  symptoms  in  rheumatoid 
arthritis  are  suggestive  of  some  disorder  of  the  nervous 
system.  Ephemeral  palsies  of  the  external  ocular  muscles 
are  not  uncommon.  Slight  ptosis  may  occur,  with  its 
attendant  arching  of  the  brow,  and  I  have  seen  the  ptosis 
disappear,  only  to  reappear  in  the  other  eyelid.  Are  we 
to  accept  these  fleeting  palsies  as  pointing  in  the  direction 
of  a  nuclear  lesion,  or  are  they  due  to  neurasthenia  ? 

Without  there  being  decided  hippus,  there  is  frequently 
a  greater  instability  of  the  iris  than  is  found  in  healthy 
people.  The  reflexes  to  light,  to  accommodation,  and  to 
irritation  vacillate,  and  the  conjunctiva  is  often  insensitive 
to  the  touch  of  a  finger,  whilst  the  cornea  itself  will  some- 
times allow  similar  liberties  to  be  taken.  This  ana\sthesia 
may  be  as  marked  as  it  is  in  normal  eyes  after  the  instal- 
lation of  cocaine.  But  the  most  usual  symptom  to  be 
present  is  concentric  contraction  of  the  field  of  vision. 

At  a  branch  meeting  of  the  British  Medical  Association 
in  1902,  I  showed,  in  illustration  of  a  ])aptM-  by  Dr. 
Llewellyn  Jones  on  rheumatoid  arthritis,  a  nuinbiM*  of 
fields  in  which  the  limitation  was  showni.  Fnfortunately 
the  field  of  vision  is  a  symptom  that  has  the  disadvantage 
of  being  a  subjective  onv,  and  the  objcH'tion  w;is  fairly 
raised  at  the  meeting  that,  as  the  large  majority  of  the 
patients  whose  fields  were   shown  were  women,   tlie   con- 
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traction  iniglit  be  due   as  much  to  liysteria  as  to  rlieunia- 
toid  arthritis. 

The  normal  field  of  vision  is,  I  believe,  bounded  by  no 
hard  and  fast  lines.  Probably  the  laws  of  variation 
apply  to  it  as  remorselessly  as  they  do  to  the  feathers  in 
a  fan-tail,  and  so  its  limits  cannot  be  as  precisely  mapped 
out  as  the  schematic  fields  on  our  charts  would  suggest. 
The  variations  from  these  charts  are  generally  in  the 
direction  of  contraction,  and  it  is  very  unusual,  in  my 
experience,  to  find  an  individual  with  a  field  larger  than 
the  standard.  Moreover,  a  smaller  field  may  occur  with- 
out any  appreciable  fault  to  be  found  in  the  eye  or  in  the 
nervous  S3^stem. 

Sometimes  an  apparent  contraction  may  be  due  to 
inattention  on  the  part  of  the  patient,  who  is  unobservant ; 
whilst  on  the  other  hand  an  apparent  extension  may  be 
due  to  the  eye  Avandering  from  the  fixation  point. 

Granted  that  the  fields  of  vision  in  liysteria  resemble 
those  of  rheumatoid  arthritis  :  is  the  fact  a  coincidence 
or  is  it  an  explanation  ?  If  it  be,  as  Dr.  Jones  argues, 
that  rheumatoid  arthritis  is  a  disease  characterised  by 
vaso-motor  phenomena,  we  must  also  remember  that  some 
authorities  are  of  opinion  that  hysteria  itself  is  a  vaso- 
motor disease. 

The  basis  of  hysteria,  as  Dr.  Stewart  reminds  us 
{Practitioner,  October,  1903),  "as  of  all  diseases,  bodily  or 
mental,  is  physical  in  nature.  In  many  instances  this 
physical  basis  is  a  toxic  one,  the  poison  eitlier  being  pro- 
duced within  tlie  body  or  introduced  from  outside. 

"  All  modei'ii  observers  agree  that  the  site  of  tlie 
disease  is  in  tlie  nervous  system,  and  v;ii'ious  hypotheses — 
vaso-motor,  nutritional,  and  otliei's — have  been  suggested 
to  account  for  it." 

l^lieumatoid  ailhritis  is  a  disease  which  attacks  a  \  cry 
uiucli  lai'ger  j)roportioii  of  women  than  men,  and  my  charts 
ai-c  consequently  nxn-c  j-('j)rcsentat  i\('  ol"  tlic  fornicr  than 
of"  the  lattcj",  l)Ut  in  oi-dci-  to  ('xcludc  the  sex  tendency  to 
liysteria    I     ha\('    e\aniiiie(l  a   nnndier    ol     mah'  rheumatoid 
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putic'iits,  and  the  average;  i-csult  is  seen  in  tlic  l)r(>kL'n 
line  in  Fi<^*.  ()S.  'I^liis  chart  is  not  tlnit  of  any  one 
patient,  bnt  is  tlie  resultant  oF  twenty-four  fields,  and  is 
arrived  at  by  a  method  whicli  I  do  not  think  is  usually 
adopted.  The  number  of  degrees  from  the  iixation  point 
outwards  is  taken  in  each  of  the  twenty-four  cases,  ami 
these  numbers  are  added  together  and  divided  by  twenty- 
tour,  whicli  gives  the  mean  distance  from  the  fixation- 
point.  The  field  in  the  other  meridians  is  then  arrived  at 
in  a  similar  way,  and  so  an  average  is  struck  and  the 
schematic  diagram  formed. 

A  1  cm.  test  object  was  used.  This  diagram,  it  will  be 
noted,  corresponds  with  a  right  field,  but  it  is  really  made 
up  of  right  and  left,  the  latter  having  been  transposed  to 
correspond  with  the  former.  It  will  be  seen  that  there  is 
very  considerable  contraction.  If  now  we  compare  this 
chart  with  that  of  the  average  of  fifty  fields  in  women, 
represented  in  the  same  diagram  by  the  continuous  line, 
the  marked  similarity  is  very  obvious.  This  similarity  of 
the  fields  in  male  and  female  seems  to  show  the  proba- 
bility of  the  absence  of  tin;  psychic  element,  and  that  it 
would  be  more  accurate  to  call  the  fields  neurasthenic 
rather  than  hysterical. 

But,  in  taking  fields  of  vision,  in  addition  to  the  hysteri- 
cal elenu'ut,  there  is  also  the  personal  equation  to  be 
taken  into  account,  and  in  the  majority  of  my  cases  they 
were  taken  in  ])atients  of  the  ordinary  hospital  type. 
For  ^^  control ''  purposes  I  have  taken  fields  in  patients 
of  a  similar  social  class,  in  whom  there  was  no  disease 
likely  to  affect  the  sight,  and  the  average  vision  of  ten 
such  hospital  patients  is  shown  in  Fig.  69,  the  continuous 
line.  It  will  be  noted  that  there  is  a  very  fair  field, 
except  in  the  upper  part.  Tliis  localised  contraction  may 
be  accounted  for  either  by  the  beetling  brows  of  the 
Somersetshire  labourers  or  it  may  be  due  to  their  work, 
which  is  chiefly  delving  and  ditching,  and  which  therefore 
requires  very  little  use  of  the  upper  ])art   of   the  Held  of 
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vision.  The  broken  line  in  the  chart  is  the  male  rheuma- 
toid field  repeated  for  comparison. 

Unlike  the  toxic  amblyopias,  such  as  tobacco,  quinine, 
etc.,  there  are  no  central  scotomata  in  rheumatoid 
arthritis,  but  the  fields  conform  to  the  type  of  hysteria, 
neurasthenia,  exophthalmic  goitre,  etc. 

In  rheumatoid  arthritis  colour  vision  is  good,  but  the 
fields  for  colours  are  usually  proportionately  contracted 
with  the  white.  I  have  never  seen  the  field  for  blue 
inordinately  contracted,  as  is  said  to  be  the  case  sometimes 
in  hysteria,  but  I  have  seen  the  red  field  diminished  out 
of  proportion  to  the  green. 

I  do  not  think  the  contraction  of  the  field  of  vision  in 
rheumatoid  arthritis  is  due  to  atrophy  of  the  optic  nerve, 
for  there  is  not  usually  any  observable  pallor  of  the 
papilla,  the  lamina  cribrosa  is  not  unduly  visible,  the 
colour  sense  is  unimpaired,  and  blindness  does  not  ensue. 

The  retina  is,  so  to  speak,  a  limb  with  distal  terminals, 
receiving  the  retarded  blood-supply  that  is  characteristic 
of  a  circulation  passing  through  an  ever  diminishing 
series  of  tubes.  If  this  circulation  is  impeded  from  any 
cause,  would  not  the  periphery  be  the  first  to  show  signs 
of  wanting  function  ?  We  are  comparing  the  retina  to  a 
limb,  and  if  there  is  failure  of  circulation  in  one  limb 
should  we  not  look  for  failure  in  other  limbs  ?  Now  the 
investigations  of  Drs.  Bannatyne,  Jones,  and  others 
have  shown  the  common  accompaniment  of  Raynaud's 
phenomena  with  rheumatoid  arthritis.  Local  syncope, 
alternating  with  local  asphyxia,  are,  according  to  them, 
among  the  frequent  symptoms  of  that  disease.  Here, 
then,  have  we  not  the  corresponding  peripheral  evidence  ? 
But,  to  carry  the  argument  a  stage  further,  if  the 
comparison  of  the  retina  to  a  limb  be  a  fair  one,  we 
should  ex])cct  to  find  in  Raynaud's  disease  some  failure 
of  function  in  the  ])eriphery  of  the  retina.  In  a 
very  interesting  ])a])er  in  the  British.  Mv.dicdl  ,hn(niul, 
November,  1902,  Dr.   Snnmcl     I.odgc    (h-iws    attention    to 
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the  fact  that  in  Haynand's  disease  there  actually  is  con- 
traction of  the  field  of  vision. 

In  some  cases  of  rheumatoid  arthritis  I  have  tried  the 
effect  of  inhalations  of  nitrite  of  amyl  on  the  field  of 
vision,  and  almost  invariably  the  boundaries  have  been 
enlarged  thereby.  Any  increase,  however,  is  soon  lost, 
and,  with  the  evanescence  of  the  nitrite,  the  retina,  like 
a  tired  bird  which  folds  its  wings,  again  relapses  into 
dormancy.  The  contraction  of  the  field  of  vision  and  the 
subsequent  expansion  after  inhaling-  nitrite  are  shown 
in  Fig.  70,  the  continuous  line  being  the  field  in  its 
usual  condition  in  a  patient  suffering  from  rheumatoid 
arthritis,  whilst  the  outer  broken  line  shoAVS  the  effect 
produced  during  inhalation.  The  rapidity  with  which  the 
effect  of  the  inhalation  passes  off  is  shown  in  this  chart 
by  the  dot  and  dash  line,  taken  five  minutes  after  the 
patient  ceased  to  inhale.  The  subject,  aged  twenty-two, 
belonged  to  the  class  of  cases  in  which  rheumatoid 
arthritis  is  associated  with  Raynaud's  phenomena:  In 
addition  to  the  usual  joint  troubles  she  suffered  from 
attacks  of  cold  and  painful  fingers,  the  tips  became  white 
and  then  gradually  purple,  and  sensation  in  them  was 
very  much  reduced.  There  had  been  some  loss  of  sub- 
stance in  the  fingers,  and  the  nails  had  dropped  off.  The 
palmar  fascia  was  thickened,  and  her  feet  were  similarly 
affected.  There  was  unilateral  flushing  of  one  ear.  Her 
eyes  often  became  dim  without  previous  -  use,  and,  in 
reading,  the  letters  soon  became  blurred. 

(Refraction  under  atropine  :  R.  |-  —  0'25  =  ^.  L.  -^\ 
-h   1    C   +  0-75  =  f.) 

The  retinal  veins  Avere  full,  and  she  had  aiaxic  move- 
ments of  the  eyes  when  she  fixed.  She  was  seen  during 
a  ])aroxysm  of  local  syncope,  and  the  arteries  were  con- 
tracted and  tlie  discs  pale. 

J''oi-  ('()iiij)aris<)ii  Fig.  71  sliows  Iiow  little  alteration  in 
a  licaltliy  ])ei-so!i  is  caused  ]>y  iiilialiiig  nitrite  of  aniyl, 
tJK!  (•ontinuous  line  representing  before,  and  tlie  dotted 
(I  n  riiiL'*  tlie  iiilialat  ion. 
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I  have  also  tried  tlie  effect  of  instilling  adrenalin  into 
the  eyes  in  these  cases,  but  without  result.  In  conclusion, 
if  we  grant  with  Dr.  Lodge  that  contraction  of  the  field 
of  vision  is  usually  associated  with  Raynaud's  phenomena, 
and  if  we  grant  with  Dr.  Jones  and  other  authorities  that 
Ra^niaud's  phenomena  are  very  frequently  present  in 
rheumatoid  arthritis,  it  is  a  sequential  probability  that  we 
shall  find  contraction  of  the  field  of  vision  in  many  cases 
of  rheumatoid  arthritis.  {January  2Sth,  1904.) 

Dr.  Lodge  (Bradford)  said  he  had  had  exceptional 
opportunities  for  examining  visual  fields  in  Raynaud's 
disease,  because  his  colleague,  Dr.  Mantle,  one  of  the 
physicians  to  the  Royal  Halifax  Infirmary,  happened  to 
have  had  six  cases  of  Raynaud's  disease  in  the  wards  at 
one  time.  His  (Dr.  Lodge's)  examination  entirely  con- 
curred with  those  of  Mr.  Beaumont,  but  the  fields  of 
vision  which  he  had  taken  seemed  to  definitely  point  to  a 
contraction  of  the  field,  the  very  opposite  of  that  which 
obtained  in  chronic  glaucoma — namely,  the  contraction  of 
the  field  was  chiefly  on  the  temporal  side,  and  the  nasal 
area  was  fairly  full.  That  nn'ght  possibly  lead  one  a  step 
nearer  in  studying  the  pathology  of  chronic  glaucoma. 
In  one  or  two  of  Dr.  Mantle's  cases  there  were  scotomata 
in  the  central  part  of  the  field  of  vision,  a  condition  which 
Mr.  Beaumont  did  not  appear  to  have  met  with  in  chronic 
rheumatoid  arthritis.  Ophthalmoscopically  he  found  there 
was  an  increased  contraction  of  the  central  artery  of  the 
retina  and  its  branches  when  the  venous  stasis  was  taking 
place  in  the  extremities,  and  the  extremities  were  Cyanotic. 
In  one  case  he  had  found  that  one  branch  of  the  central 
artery  of  the  retina  was  exceedingly  ischtrsmic,  and  there 
was  a  central  scotoma  in  the  visual  field  corresponding 
roughly  with  that  branch.  In  one  of  the  cases,  during 
an  epile])tic  seizure,  presumably  of  vaso-motor  origin,  there 
was  cyanosis  in  the  extremities  of  the  cars,  but  unfortu- 
nately he  did  not  get  a  view  of  tlu;  retina  at  the  same 
time.       Ill    another,  who    was    sul)j('ct   to  daily  attacks   of 
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'Miot  eyo/'  after  observing-  an  attack  he  came  to  I  lie 
conclusion  that  there  might  be  vaso-motor  constriction  of 
the  arteries  with  a  venous  stasis  in  llic  conjunctiva  coric- 
sponding  to  the  episcleritis  periodica  of  Fuchs,  or  the  sub- 
conjunctivitis  of  (xraefe,  or  the  "  hot  eye  "  of  Hutchinson, 
and  at  the  same  time  the  nose,  throat,  and  ears  might  be 
affected,  nuiking  one  wonder  whether  the  ])atient  had  an 
attack  of  hay  fever  or  not.  Cerebral  and  gastric  dis- 
turbances and  petit  mal  were  fairly  commonly  associated 
symptoms  in  the  cases  of  the  mild  vaso-motor  type. 
Sometimes  the  only  general  symptoms  were  cold  hands 
and  feet.  The  same  thing  was  found  in  syringomyelia. 
He  had  found  that  many  cases  which  came  com])laining 
of  various  asthenopic  symptoms  were  either  emmetropic 
or  were  wearing  the  proper  glasses  for  the  ametropia 
which  existed,  and  still  were  not  relieved,  were  the 
subject  of  slight  vaso-motor  disturbance  elsewhere,  and 
that  there  was  a  contraction  of  the  central  artery  of  the 
retina,  with  dilatation  of  retinal  veins.  When  one  took 
the  fields  of  vision  it  was  found  that  they  corresponded  to 
the  vaso-motor  ty]ie  referred  to  above.  One  found  that 
by  ])rescribing  supra-renal  gland  that  the  symptoms  were 
greatly  mitigated.  In  the  few  cases  seen  of  "hot  eye,'' 
adrenaline  drops  and  supra-renal  gland  substance  inter- 
nally relieved  the  patient,  where  anti-gout  or  anti-rheu- 
matic remedies  had  failed.  The  parietal  headache  and 
other  symptoms  which  those  patients  complained  of,  who 
were  generally  of  the  neurotic  ty])e,  were  greatly  relieved, 
and  the  hete  noire  of  the  ophthalmic  surgeon,  asthenopia, 
was  rendered  more  amenable  to  treatment  by  recognising 
that  there  was  such  a  condition  as  vaso-motor  affection  of 
the  eye.  He  thought  it  must  be  admitted  that  the  vaso- 
motor centres  were  undul}-  irritable.  He  had  had  one 
man  with  vaso-motor  conjunctivitis  who  said  it  came  on 
with  seeing  bright  lights,  or  by  riding*  on  the  top  of  a 
tramcar.  The  efferent  impulses  from  the  centre  led  to 
])aroxysmal  constriction  of  the  arterioles,  and  from  want 
of   a   vis    a    tcnjo    there    was    produced   stasis   and    heat. 
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Many  patients  liad  also  effusion  into  tlie  knee-joint.  The 
whole  subject  was  full  Ot*  interest,  because  in  these  cases 
the  vaso-constrictors  seemed  to  be  at  fault,  and  in  some 
cases  of  chronic  glaucoma  one  was  led  to  ascribe  the 
condition  to  over-action  of  the  vaso-dilators.  He  should 
like  to  have  more  information  from  the  physiologist  and 
the  pathologist  as  to  the  exact  role  of  the  supra-renal 
gland  before  speaking  at  all  dogmatically  on  the  subject. 

Mr.  W.  H.  Jessop  said  the  author  had  stated  that  the 
diagrams  exhibited  represented  the  mean  of  a  number  of 
fields  of  vision,  but  they  did  not  appeal  to  him  (Mr. 
Jessop)  as  of  the  hysterical  or  neurasthenic  type.  Mr. 
Beamont  had  not  mentioned  spiral  fields,  or  that  the 
fields  were  greater  at  some  times  and  smaller  at  other 
times.  He  had  not  said  whether  in  wearing  blue  glasses 
the  fields  were  enlarged,  which  happened  in  the  type 
which  Mr.  Priestley  Smith  called  neurasthenic.  Some  years 
ago  he  (Mr,  Jessop)  published  the  fields  of  diphtheria, 
which  had  a  contraction  of  about  the  same  extent  as  that 
depicted,  and  he  thought  this  due  to  the  defective  retinal 
blood-supply. 

Mr.  Beaumont,  in  reply,  thanked  Dr.  Lodge  and  Mr. 
Jessop  for  their  remarks.  In  taking  the  fields  he  did  not 
make  use  of  coloured  spectacles,  and  he  did  not  think 
that  they  were  hysterical.  There  was  no  tendency  to 
spiral  fields,  and  he  thought  the  contraction  was  due  to 
some  fault  in  the  circulation  at  the  periphery  of  the 
retina. 


7.   7V/e  innervation  of  the  orhirnlaris  palpehrornm  (vo.se- 
hlinking  phenomenon) . 

By  N.  liisHOP  Harmax,  M.I). 

Anatomists  have  been  always  agreed  on  i]\c  anatomical 
<;oiitiiiuity  of  tlic  fibi'es  of  tlic  J/,  orhiciihi ri.s  /ki/ /w-hrarutn 
wirli  tlie  suiM-oiindiiiu- facial  itiuscles,  wit  li  \]](}  ]\f.  corriu/dfor 
fiuperrilii,   J'i'ouf (tl is    and    jirijcunidffi is     lutsi^    hrnfor    lahn 
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siijti'rloris  (iL-rtjiifi  lui.st,  and  tlic  :.i/(j(>iinif.i'ci.  In  a  paper  I'cad 
bcfoi'Ci  you  last  year  "^  I  sliowcd,  l)y  j-cf'crciico  to  c<)Tii])ara- 
tive  anatomy,  that  tliosc  musclos  and  tlie  otiicr  facial 
muscles  are  merely  ])arts  of  two  continuous  nniscle  sheets, 
a  superficial  and  dee]),  that  tliey  have  in  tlieir  earliest 
a])pearan('e,  in  tin;  sharks,  a  connuon  oi-i<^-iii  from  tin; 
musculature  of  the  spiracle  (g'ill),  and  an  innervation  from 
a  common  source  a  hrancli  of  the  facial  complex. 

Now  in  man  it  has  not  l)een  p()ssi])k!  heretofore  to 
demonstrate  with  certainty  a  coincident  functional  activity  of 
the  orbicularis  palpehrarum  and  these  other  muscles  which 
are  anatomically  continuous  with  it  ;  that  is,  to  prove  that 
the  parts  wdiich  are  anatomically  connected  are  also,  in  a 
real  sense,  a  ])hysi()lotyical  unity.  If  a  man  he  directed  to 
wink  there  is,  with  the  action  of  the  (jrbicularis  pal})e- 
brarum,  a  movement,  to  a  greater  or  lesser  extent,  of  the 
cheek,  the  angle  of  the  mouth,  and  the  wing  of  the  nose. 
Hut  it  cannot  with  certaintv  be  determined  in  what  de^free, 
if  any,  this  movement  is  due  to  the  contraction  of  the  nose 
and  mouth  muscles  anatomically  continuous  with  the  orbi- 
cularis palpebrarum,  or  simply  to  a  displacement  of  the 
skin  of  the  face  by  the  orbicular  contraction. 

In  the  cases  shown  this  evening  there  is  seen  a  pheno- 
menon which  demonstrates  in  a  definite  manner  the  physio- 
logical unity  of  the  orbicularis  ])al])ebrarum  with  a,  nasal 
muscle.  The  first  of  these  cases  was  noticed  at  Moorfields 
on  Saturday  last  by  Mr.  Holmes  S]n*c(M',  who  kindly  handed 
it  over  to  me. 

Case  1. — 8.  G — ,  Jewish  lad,  ;ut.  8  years.  High  myope. 
Constant  lateral  nystagmus.  Frequent  blinking,  rate 
about  ninety  ])er  minute.  With  each  blink  there  is  a 
movement  of  the  skin  of  the  nose  along  each  side  to  the 
tip  of  the  nose.  It  is  more  marked  on  the  right  side  than 
on  the  left. 

Case  2. — A.  R — ,  healthy,  well-grown   English   lad,  let. 
12   years,  from   a  Bethnal    Green    Board    School.      Vision 
*  Trans.  Ophihal.  Soc,  vol.  xxiii,  p.  356. 
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and  intelligence  in  every  way  normal.  With  each  blink  a 
similar  movement  on  the  side  of  the  nose  is  noticed. 
That  on  the  right  is  more  marked  than  on  the  left,  so  that 
the  tip  of  the  nose  is  slightly  twisted  to  the  right.  The 
effect  is  very  odd. 

Case  3. — E.  H^ — ,  healthy,  normally-sighted  woman,  aet. 
39  years.      Phenomenon  bilateral  and  equal. 

Case  4. — Her  son,  aet.  9  years.  Hypermetrope.  Other- 
wise normal. 

I  have  examined  210  children  in  London  Board  Schools. 
Amongst  these  the  movement  could  be  definitely  seen  in 
41  cases.      Case  2  is  one  of  these. 

Of  twenty-seven  folk  sitting  on  a  couple  of  benches  at 
Moorfields  yesterday,  seven  were  found  to  show  the  pheno- 
menon. At  a  medical  committee  meeting  this  week,  among 
five  consultants  present,  I  noticed  the  movement  in  one. 

The  phenomenon  is  therefore  not  uncommon.  Probably 
it  is  present  in  about  20  per  cent,  of  human  subjects, 
though  cases  so  well  marked  as  those  shown  you  will  not 
be  so  frequent. 

I  have  examined  some  dogs  and  cats,  but  cannot  deter- 
mine the  presence  or  absence  of  the  movement  in  these 
animals,  the  constant  movements  of  the  nostrils  in  smelling 
obscure  all  else. 

I  have  said  that  with  each  blink  there  is  a  movement 
of  the  skin  of  the  nose.  It  is,  however,  much  more  sug- 
gestive of  a  movement  of  something  under  the  skin,  i,  e. 
of  a  sli])  of  muscle  which,  by  its  contraction,  pulls  up  the 
mobik'  ti])  of  the  nose  or  nostril.  In  most  cases  it  affects 
(jiily  a  narrow  band  of  skin  along  a  line  drawn  from  the 
inner  canthns  to  the  anterior  extremity  of  the  nostril. 
The  nioNcnicnt  is  marked  ovei-  llic  lateral  cartilages;  it  is 
less  visible,  or  not  seen  \\\  all,  nbove  the  cartilages  and 
nearer  tlic  (Miiiliiis.  Tlic  Icnglli  of  1  lie  wave  varies  from 
one  to  tlii-cc  cent  iiMi't  I'cs.       In   most   c-ases  the  distal  attncli- 
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inent  of  this  slip  of  iimsclo,  to  judge  ])y  tlu'  result  of  its 
contraction,  is  the  skin  at  the  anterior  margin  of  tlu^ 
nostril ;  in  a  few  cases  it  extends  further  back,  well  on  to 
the  wing  of  the  nose ;  in  others  it  extends  forwards  to  the 
tip.  Its  proximal  attachment  cannot  be  determined.  Jii 
the  first  case,  where  the  contraction  is  marked,  it  extends 
nearly  to  the  canthus,  taking  the  direction  of  the  nasal 
crest  of  the  maxilla,  from  which  the  levator  angular  oris 
ala3que  nasi  arises.  This  is  the  line  of  contraction  seen 
in  all  cases  save  one,  where  the  line,  supposing  the  slip  to 
be  straight  between  the  points  of  attachment,  is  directed 
to  a  rather  lower  and  more  lateral  point. 

The  muscular  slip  lies  therefore  between  the  regions 
usually  occupied  by  the  j)y^^(^'^^^'^^^^^^'^^  nasi  and  the  levaUn' 
lahii  sioperioris  alsoque  nasi.  It  is  probably  a  part  of  this 
latter  muscle.  It  is  most  conformable  to  it  in  direction 
and  in  its  nasal  attachment.  Thane  ^  writes  of  these 
muscles  :  "  Absence  of  the  pyramidalis  has  been  observed. 
The  compressor  naris  is  sometimes  very  slightly  developed 
or  reduced  to  an  aponeurotic  condition.  The  dilators  and 
depressors  of  the  nostril  are  also  subject  to  considerable 
variations  in  strength  and  in  the  mode  of  their  attachment." 

I  should  perhaps  add  :  That  the  movement  is  obviously 
not  a  disturbance  of  the  skin  of  the  nose  by  the  simple 
involuntary  blink ;  for  the  skin  is,  in  most  cases,  undis- 
turbed between  the  canthus  and  the  lateral  cartilages.  It 
cannot  be  the  product  of  any  fascial  bands  connected  with 
the  orbicularis  pulling  on  the  nose,  for  there  is  no  fascia 
under  the  skin  on  which  the  orbicularis  could  drag ;  the 
nasal  musculature  is  closely  attached  to  the  skin,  and  it  is 
most  difficult  to  make  a  fair  dissection  of  the  region. 

The  significance  of  the  i)henomenon. 

A  blink  f  is  the  sim})lest  visible  expression  of  a  normal, 

voluntary,    or   involuntary,   contraction  of    the  orbicularis 

*  Quain's  Anatomy,  1894,  10th  edition,  vol.  ii,  pt.  ii,  p.  284. 

t  I  exclude  from  consideration  the  blink  of  a  higher  reflex  arc,  such 

as  that  started  by  fear,  on  the  perception  of  a  threatening  movement ; 

in  this  case  a  whole  series  of  efferent  impulses  are  set  up.     In  the 

VOL.  XXIV.  2] 
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palpebrarum.  AVitli  this  blink  there  is  a  simultaneous 
and  equally  involuntary  contraction  of  a  nasal  muscle,  and 
a  movement  of  the  end  or  the  wing  of  the  nose. 

If,  as  I  endeavoured  to  persuade  you  last  year,  we 
accept  the  facial  nucleus  as  the  proper  source  of  the  inner- 
vation of  the  orbicularis  palpebrarum  there  is  no  difficulty 
in  the  occurrence  of  this  nose-blinking  movement.  The 
blink  is  the  result  of  a  reflex  from  the  conjunctiva,  by  the 
trigeminal  nerve  and  its  nucleus,  through  the  neighbouring- 
nucleus  of  the  facial  to  the  orbicularis,  which  is  the  guard 
of  the  conjunctiva.  The  same  axones  which  supply  the 
fibres  of  the  orbicularis  which  cause  the  blink,  supply  this 
slip  of  muscle  which  twitches  the  nose.  The  nuclei  of  the 
seventh  and  eighth  were  originally  conjoined  in  the  "facial 
complex,'^  hence  the  simplicity  of  the  reflex.  Since  both 
of  the  muscles  in  question  had  a  common  spiracular  origin, 
the  continued  physiological  connection  is  no  great  surprise  ; 
it  merely  indicates  that  in  those  subjects  presenting  the 
phenomenon  the  differentiation  of  nerves  and  muscles  is 
not  complete. 

On  the  other  hand,  to  the  supporters  of  the  hypothesis 
of  Mendel  that  the  oculo-motor  nucleus  is  the  proper 
source  of  supply  for  the  M.  orbicularis  palpehrariom,  fron- 
talis, and  corrugator  supercilii,  the  phenomenon  presents 
a  formidable  dilemma.  Either  they  must  believe  that  this 
simultaneous  involuntary  movement  is  produced  by  two 
separate  nuclei,  the  blink  by  the  third  nucleus  and  the 
tilt  of  the  nose  by  the  seventh,  which  is  an  obviously 
illogical  belief ;  r  else  they  must  suppose  that  the  whole 
simultaneous  movement  is  the  result  of  an  impulse  from 
the  third  nucleus  alone.  In  this  supposition  they  fall  foul 
of  one  of  the  most  definitely  proven  physiological  facts, 
that  the  movements  of  the  nose  are  produced  by  impulses 

aimple  blink  which  is  repeated  so  frequently  during  waking  hours,  the 
eyeball  and  its  muscles  do  not  appear  to  take  part  at  all.  That  the  eye 
is  stationary  during  such  a  simple  blink  can  ])0  ascertained  by  watching 
a  ilistant  object, — one  or  a  series  of  blinks  in  no  wise  disturbs  the  fixity 
of  vision ;  the  eyeball  does  not  move. 
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IVoiii  tlic  sevcntli  nucleus  (fclic  work  ot"  Le^iiUuis  unci  ut" 
Floureus  on  tlie  respiratory  centre"^). 

It  seems  to  me  tliut  tin's  ])lK'nonienon  supplies  a  very 
useful  linlv  in  the  chain  of  evidence  tending  to  prove  the 
proper  facinl  nuch^n-  innervation  of  the  facial  musculature. 

There  are  two  investig'ations  1  hope  to  make  with 
iVL^'ard  to  this  nasal  muscle  slip.  (1)  To  watch  the  bodies 
in  the  dissecting  room.  (2)  To  ascertain,  if  possible,  the 
electrical  reaction  of  the  contraction  of  the  slip.  I  do  not 
hoj)(^  for  nuich,  if  any,  success  in  this  second  inquiry,  for 
the  small  muscles  of  the  nose  cross  so  nuich  in  this  region 
that  they  will  probably  confuse  any  results,  and  much 
more  confusing  will  be  the  electrical  reactions  due  to  the 
activity  of  the  profusion  of  sebaceous  glands  in  this  region 
.set  up  by  the  skin  movement.  {Fehruary  llfJi,  1904.) 

From  subsequent  examination  of  dissections  of  the  facial 
muscles  in  the  anatomy  schools  it  is  clear  that  the  slij)  of 
muscle  which  contracts  simultaneously  with  the  blink  of  the 
eyelid  is  part  of  the  levator  lahii  sioperioris  alseque  nasi, 
and  its  fibres  are  most  definitely  continuous  with  those  of 
the  orhicularis  ixd'pehrarum.  Octoher,  1904. 


(S.    Unusual  consensual  light  reflex. 
By  H.  B.  Gkimsdale. 

A.  R — ,  a3t.  24  years,  suffered  from  gonorrhceal  ophthal- 
mia in   1903,  eyes  reported  to  have  been  normal  before. 

*  Legallois,  (Euvres  completes,  Paris,  1824,  tome  i.  Flourens,  Recher- 
ches  experimentales  sur  les  proprietes  et  fonctions  du  systeme  nerveux,  2me 
edition,  Paris,  1842.  Comptc  rend.  Acad.  d.  Sc,  Paris,  1858,  tome  xlvii, 
p.  808.  Flourens,  particularly,  demonstrated  the  automatic  activity  of 
the  respiratory  centre  by  making  sections  of  the  medulla,  one  below  the 
calamus  scriptorius,  another  above  the  level  of  the  seventh  nuclexis, 
and  severing  all  nerves  connected  with  tlie  isolated  block  of  medulla 
except  the  seventh.  The  activity  of  the  respiratory  centre  was  shown 
by  the  vigorous  action  of  the  nasal  muscles.  An  excellent  summary  of 
the  experimental  work  and  its  conclusions  is  given  in  Schiifer's  Text- 
Book  of  Physiology,  1900,  vol.  ii,  p.  284  et  scq. 
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As  a  result  of  corneal  ulceration  the  left  eye  (that  attacked) 
became  blind  with  extensive  leucoma.  As  the  eye  was 
unsightly  and  prevented  his  gaining  his  living  as  a  man- 
servant I  admitted  him  into  St.  George^s  Hospital  and 
tried  to  tattoo  the  leucoma  in  such  a  way  that  the 
deformity  should  be  comparatively  unnoticeable.  When 
the  '^  pupil "  was  made  the  unusual  reaction  was  noted. 

On  covering  the  R.  E.  the  pupil  of  this  dilates,  but  no 
other  movement  occurs.  The  L.  E._,  however,  descends 
slowly  through  a  distance  of  about  2  mm. 

When  light  is  readmitted  to  the  R.  E.  its  pupil  con- 
tracts, and  after  a  perceptible  interval  the  L.  E.  rises  up 
to  the  same  level.  The  movement  is  most  marked  when 
the  eye  is  in  the  position-  of  rest.  When  the  lateral 
muscles  are  contracted  and  the  eye  rotated  to  one  or  other 
side  the  movement  is  less. 

Dilatation  of  the  R.  pupil  by  a  mydriatic  does  not 
interfere  with  the  reaction. 

Mr.  Grimsdale  said  that  in  all  the  other  reported  cases 
there  had  been  head  injury,  and  it  had  been  supposed  that 
there  had  been  injury  to  the  nerve  centres  at  the  base  of 
the  brain  and  atrophy  of  them.  In  his  case,  however^ 
there  was  no  head  injury  and  no  atrophy,  so  that  the 
ordinary  explanation  would  not  hold,  and  he  had  no  other 

to  offer. 

{Card  specimen.      MarcU  10th,  1904.) 


9.   Persistent  jijatent  hyaloid  artery. 

By  H.  L.  Eason. 

C.  C — ,  a3t.  20  years,  printer.  The  right  eye  has  been 
defective  in  vision  as  long  as  the  patient  can  remember. 
It  is  divergent,  with  steady  vertical  nystagmus.  The  disc 
is  roughly  semi-circular,  with  its  long  axis  nearly  hori- 
zontal.      '^I'he   retinnl   vessels  all   ])r()ceed  from    its    lower 
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border  aiid  are  abiioriniilly  (li,stiMl)ut(M],  all  iMiimin<r  d(nvii 
tor  a  short  way  and  some  then  turnini^*  hack  to  supply  the 
npper  quadrants  of  tlie  retina. 

From  the  lower  part  of  the  disc  the  persistent  hyahjid 
vessels^  of  wliicli  there  are  two,  run  forward  in  a  loose, 
smooth,  greyish-white  sheath  through  the  vitreous  to  the 
anterior  part  of  the  eye.  At  the  anterior  end  the 
sheath  enlarges  to  a  convolvulus-sha])ed  extremity  wliich 
is  apparently  attached  in  the  region  of  tlie  ciliary  body 
l)elow  the  iris.  Part  of  this  enlargement  is  greyer  and 
more  transparent  than  the  rest,  and  has  a  vessel  running 
upon  its  surface,  while  to  the  right  there  are  two  small 
excrescences  which  give  this  part  the  appearance  of 
being  cystic.  The  vessels  can  be  traced  forward  nearly 
to  the  anterior  end  of  the  cord  where  they  disappear  round 
the  side. 

There  is  some  disturbance  of  the  pigment  ei)itheliam  of 
the  retina  all  over  the  fundus,  more  marked  in  the  macular 
region.  {Card  specimen.      March  lOth,  1904.) 

Mr.  Tkeacher  Collins  said  several  cases  of  similar 
character  to  the  one  shown  had  been  ])ublished,  some 
were  collected  in  a  monograph  by  De  Beck.  He  (Mr. 
Collins)  did  not  think  the  condition  was  simply  persistence 
of  the  central  hyaloid  artery,  but  that  there  was  also  some 
atypical  development  of  the  vitreous  humour  ;  some  of  the 
mesoblast  which  should  have  develo])ed  into  vitreous 
humour  had  become  fibrous  tissue,  due  to  the  persistence 
of  the  blood  vessels,  causing  it  to  be  too  highly  nourished. 


10.  Multiple  anomalies  in  a  child. 

By  N.  Bishop  Harman,  .M.B. 

Female,  a:t.  5  years.      The  fourteenth  child  in  a  family 
of  fifteen,  of  whom  nine  are  living.      Three  of  these  have 
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been    seen,    including    the    fifteenth ;     they    are     normal 
children. 

The  child  has  a  miserable  expression,  and  utters  short 
plaintive  cries,  never  a  lusty  scream.  She  cannot  walk,  and 
can  only  say  a  few  words.  She  presents  an  unusual  list 
of  abnormalities.  None  are  specially  rare  alone,  but  an 
agglomeration  such  as  in  this  child  is  perhaps  unique. 
They  may  be  tabulated  thus  : — Cranium  bossy,  anterior 
fontanelle  open. 


Right  Side. 
Eye    .     .     .  Coloboma  of  upper  lid. 
Two  dermoids : 

1.  Sclero-corneal  margin 

down  and  out. 

2.  Fibro-f atty  of  conjunc- 

tiva below  former. 
Eetinal   vessels    very   tor- 
tuous. 
Ear    .     .     .  One  supernumerary  ear. 
Mouth    .     .  Movith  continued  into  cleft 

in  cheek. 
Hind  limbs.  Functionally  weak. 

Tail  region  .     .     .  Large 


Left  Side. 
Coloboma  of  upper  lid. 

Coloboma  of  iris  and  choroid 
down  and  in  (lens  uncer- 
tain) . 

Retinal     vessels     very     tor- 
tuous. 
Three  supernumerary  ears. 
Angle  properly  finished. 

Functionally  weak, 
fovea  sacralis. 


There  are  anomalies  of  excess  in  the  dermoids  and 
supernumerary  ears,  and  of  defect  in  the  colobomata  of  lids,, 
eye,  and  mouth,  and  in  the  fovea  sacralis.* 

The  significance  of  most  of  these  facial  defects  arc^ 
generally  agreed  upon.  I^Iie  dermoids  of  the  right  eye  are 
resultant  from  irregularities  in  the  closure  of  the  fissure 
between  the  frontal  processes  and  the  maxillary  process. 
The  colobomata  in  the  left  globe,  from  the  persistence  of 
the  cleft  in  the  o])tic  cup,  the  macroglossia  from  a  defect 
of  union  of  the  maxillary  and  mandibular  processes  ;  with 
this  last  defect  is  not  infrequently  associated  pra)-auricular 
masses  as  are  fnnnd  liere  in  sucli  marked  (l(\L>i'e(>.  (On  the 
right    side  tlie   lojjiilc   is    fleshy  oiil}',   <>n    tlie   left    side   the 


*  A  good  figure!  of  this  doprc^ssion  and  the  explanation  of  its  meaning  is 
to  bo  found  in  Wiedorsheim's  Structure  of  Man,  trans,  by  liernard,  p.  7. 
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largo  mass  lias  a  base  of  cartilage,  tlie  siiialler  are  mainly 
cartilage.) 

On  t\w  causation  of   the;  coloboniata   of   tlie  lids,  small 
symmetrical  punched-out  deficiencies  of  the  margins  at  the 


Fig  .  72. 


r 


yT^     ^ 


j^  -^ 


Draini   bij  Mr.   Frrkr  Firld.^ 


junction  of  the  inner  ;ind  middle  thirds,  there  is  not  such 
unanimity.  The  fissure  between  the  fronto-nasal  and  the 
lateral-nasal  processes  is  not  described  by  anatomists  as 
extending  so  high   up   as  this.       They  cannot    be    due  to 
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.some  change  during  the  time  of  the  epithelial  adhesion  of 
the  upper  and  lower  lids  in  foetal  life,  for  the  lower  lid  is 
normal.  The  nerve-supply  of  the  parts  of  the  lids  divided 
by  the  notch  differs,  the  inner  portion  being  by  the  supra- 
trochlear, the  outer  by  the  supra-orbital;  the  former  of  these 
is  linked  peripherally  to  the  other  sections  of  the  ophthal- 
mic (supra-trochlear  with  infra-trochlear)  just  deep  to  this 
region  ;  this  may  indicate  the  site  of  the  extremity  of  the 
fissure  between  the  fronto-nasal  and  the  lateral-nasal  pro- 
cesses ;  for  the  extremity  of  the  fissure  between  the  lateral- 
nasal  and  the  maxillary  processes  about  the  external 
canthus  is  marked  by  a  similar  loop  uniting  peripherally 
their  several  nerves  of  supply  (the  lacrymal  with  the  intra- 
ocular of  the  maxillary). 

The  causes  of  the  post-partum  deficiencies,  the  arrest  of 
groAvth  of  the  cranium,  and  the  weakness  of  the  legs  are 
probably  nutritional.  The  child  is  not  rickety,  its  teeth 
are  fairly  developed,  though  carious,  the  epiphyses  of  long- 
bones  and  of  ribs  are  normal,  but  the  gums  are  soft  and 
bleed  easily.  There  appears  to  be  that  para-scorbutic 
condition  not  uncommonly  found  in  the  ill-fed  children  of 
the  very  poor. 

The  inability  to  walk  may  depend  on  this  simple  failure 
of  nutrition,  for  the  legs  are  well  shaped,  the  muscles, 
though  small,  are  normal ;  the  child  uses  them  when  lying 
on  its  back,  can  stand  upright,  but  topples  over  in  the 
attempt  to  take  a  step  forward. 

[Her  usual  mode  of  locomotion  is  curious  and  not  lacking  in  a 
fair  degree  of  activity.  Squatting  on  her  buttocks,  the  right 
leg  is  flexed  so  that  the  sole  of  the  foot  rests  on  the  ground ; 
the  left  leg  is  tucked  under  the  right  thigh  so  that  its  peroneal 
surface  drags  on  the  ground ;  the  left  hand  supports  the  weight 
of  the  upper  part  of  the  l^ody.  In  this  sitting  posture,  supi)orted 
alternately  by  the  buttocks  and  by  left  hand  and  right  foot,  she 
shuffles  along  the  ground.  If  somethiniif  attractive  is  held  out 
above  her  head,  she  s(;izes  vour  trousers  with  the  free  right 
hand,  and  then  climbs  up  your  legs  hand  over  hand.] 
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111  view  of  the  many  coiio-eiiitcil  aiiMinalie's,  one;  ol"  wliicii 
is  in  the  tail  region,  it  is  not  impossible  that  the  weakness 
of  the  legs  may  have  a  congenital  cause  also  ;  i'ov  although 
the  legs  are  well  shaped  the  child  seems  to  avoid  their  use 
as  much  as  possible, — it  does  not  even  crawl.  A  defect 
in  circulation,  such  as  would  arise  from  an  incf)mp]etely 
closed  "  ductus  arteriosus,^^  would  allow  s(jnie  ])ersistence 
of  that  mixing  of  arterial  and  venous  blood  which  is  at 
the  root  of  the  ill-developed  condition  of  the  hind  limbs, 
as  compared  with  the  fore  lind)s,  at  birth.  ]kit  for  this 
speculation  I  could  find  no  evidence. 

There  is  wanting  a  general  cause  that  will  account  for 
so  many  congenital  anomalies  in  one  subject.  It  is  well 
known  amongst  teratologists  that  a  serious  interference 
with  the  nutrition  of  the  mother,  such  as  may  arise  from 
fever,  will  cause  odd  developments  in  the  young.  Chicken 
farmers  who  rear  with  incubators  know  this  well,  and  are 
careful  to  protect  their  hatching-rooms  from  risk  of  sudden 
changes  of  temperature  or  shocks  of  noise  from  slamming 
doors  and  the  like.  Inquiries  of  the  mother  of  this  child 
did  not  elicit  any  reliable  information ;  the  incidents  of 
child-bearing  at  the  fourteenth  time  failed  to  make  any 
lasting  impression  on  her  wearied  mind  and  body — besides, 
she  had  borne  another  since  then. 

{March  10///,  1904.) 


11.  Paresis  of  the  tliird  nerve,  jmrtlal  recovery ,  icitJi   sichse- 
quent  abnormal  over-action. 

By  N.  Bishop  Hakmax,  M.B. 

P.  K — ,  male,  ix^t.  19  years. 

April,  190o. — He  had  a  "great  pain  on  the  left  side  of 
his  head  " ;  he  was  sick.  A  day  afterwards  the  left  eye 
"  suddenly   closed.^'      Seen   at  Moorfields   by  Mr.  Holmes 
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Spicer  three  weeks  later  there  was  complete  paralysis  of 
all  the  muscles  of  the  left  third  nucleus,  ptosis,  external 
deviation  of  the  globe,  dilated  and  immobile  pupil.  Right 
eye  movements  normal.  R.  Y.  =  -j^g-  c  —  1  D.  cyl.  =  § ; 
L.  Y.  =  if^-  c  -  1-5  D.  cyl.  =  f .  Fundus,  right  and  left, 
normal.  Knee-jerks  present.  Never  any  venereal  disease. 
No  previous  illness,  save  abscess  of  arm  at  age  of  twelve 
years.  Patient  was  given  a  mixture  of  potassium  bromide 
and  phenacetin. 

A  couple  of  weeks  later  Dr.  James  Tajdor  saw  him  and 
reported  : — ''  A  case  of  so-called  migraine  with  ophthal- 
moplegia. The  first  attack  is  usually  recovered  from  I 
think,  but  his  is  a  very  severe  one  and  very  complete.^^ 
The  use  of  the  syrup  of  the  iodide  of  iron  was  advised. 

December,  1903. — There  has  been  no  recurrence  of  the 
pain.  The  left  ptosis  has  been  completely  recovered 
from  ;  there  is  a  slight  return  of  power  in  the  internal 
rectus,  none  in  the  other  muscles.  Fundus  normal. 
Yision  unchanged.  The  syrup  has  been  taken  without 
intermission. 

April,  1904. — On  examination  I  noted  as  before :  the 
levator  palpebrarum  superioris  muscle  has  recovered  full 
power,  the  internal  rectus  some.  The  other  muscles  are  com- 
pletely paralysed  ;  there  is  no  power  of  convergence,  the  left 
diverges  as  the  right  eye  follows  an  approaching  object ; 
the  left  pupil  is  widely  dilated  and  immobile,  it  does  not 
alter  as  the  internal  rectus  is  brought  into  action.  In  a 
side-to-side  movement  of  the  eyes,  following  the  movements 
of  an  object  in  the  horizontal  plane  of  the  eyes,  the  eyelids 
retain  an  even  level,  and  have  no  irregular  movement. 

At  this  date  a  completely  new  phenomenon  was  observed. 
If  the  object  on  which  the  eyes  are  fixed  be  depressed  the 
right  eye  follows  accurately  and  its  lids  co-ordinate  nor- 
mally ;  the  left  eye  at  first  is  motionless,  but  the  upper  lid 
drops  gradually  until  the  object  is  carried  about  20°  below 
the  lioi-i/ontal  ])lane  of  the  €»ye,  tlicu  tlio  left  lid  fails  to 
folhnv,  but  is  gradually  raised  so  that  whilst  the  right  lid 
descends    so    as    to    almost    veil    the   u'lobe  the   left  lid    is 
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i-aiscd  to  its  extreme  hei<^'iit,  so  lli;it  the  left  conieii  Jiiul  a 
l)aii(l  of  sclera  a])Ove  it  about  5  umi.  l)i(»a(l  is  exposed  ;  at 
the  same  time  the  left  globe  undergoes  a  ujoveuient  of 
adduction. 

If  now  tlie  boy  is  told  to  shut  liis  vyv>  both  lids  are- 
closed  coni])letely  ;  the  I'ight  has  to  descend  only  a  little^ 
but  the  left  the  nuixinuini  distance.  If  when  the  lids  ai*e 
closed  he  is  told  to  oi)en  them  and  look  at  his  waistcoat 
the  right  lid  o])ens  just  so  much  as  is  required  to  give  a 
view,  but  the  left  lid  is  lifted  to  its  extreme  height.  'IMie 
power  of  the  orbicularis  muscles  of  right  and  left  eyes  is 
equal. 

The  phenomenon  is  repeated  without  variation  witli 
each  test ;  the  youth  says  he  did  not  know  that  his  left 
lid  went  up,  but  his  home  folk  have  remarked  and  laughed 
at  his  odd  appearance  when  looking  down  at  his  plate  at 
meals. 

It  may  be  noted  that  the  left  nostril  is  blocked,  the 
bones  are  misshapen  as  from  a  fracture  ;  the  boy  says  it 
has  been  always  so  ;  pressed  more  closely  he  tells  of  a  fall 
on  his  nose  when  a  child.  Mr.  Stephen  Paget  examined 
him  at  Middlesex  Hospital  and  reports  that  the  obstruction 
of  the  left  nostril  is  due  to  a  deflected  septum  from  old 
fracture  ;  there  is  no  suggestion  of  disease  in  the  sphenoidal 
or  ethmoidal  air-cells. 

Remarls. — The  case  is  of  interest  on  three  counts  : — 1. 
An  illustration  of  abnormal  over-action  in  a  partially  dis- 
abled nucleus.  2.  The  question  of  the  innervation  of  the 
orbicularis  palpebrarum  muscle.  S.  The  co-ordinate  move- 
ments of  the  lids  and  globe. 

1.  The  history  of  severe  pain  and  sickness,  followed  by 
the  paresis,  suggests  an  axial  origin  for  the  lesion.  Then 
there  is  a  recovery  of  ])0wer  in  some  lower  ]iarts  of  the 
left  group  of  third  nerve  nuclei,  the  sup})ly  to  the  levator 
palpebrarum  superioris  completely,  and  the  internal  rectus 
partially,  whilst  the  other  parts  of  the  group  remain 
disabled.      The   i)henomenon   described  appears  to  be  the 
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result  of  an  over-action  in  the  healthy  portions  of  the  third 
nucleus. 

The  impulse  sent  to  the  left  nucleus  for  the  purpose  of 
co-ordinating  the  movement  of  the  left  eye  to  those  of  the 
right  in  following  the  descending  object  is  useless ;  there 
are  no  cells  capable  of  carrying  on  the  impulse.  It  there- 
fore overflows  to  the  only  active  portion  of  the  left  third 
group,  and  so  elevation  of  the  eyelid  and  adduction  of  the 
eye  result,  the  reverse  of  the  intended  action. 

A  case  showing  a  phenomenon  of  somewhat  the  same 
nature  was  shown  before  the  Society  recently  {Trans., 
vol.  xxii,  p.  280).  With  unilateral  paresis  of  a  third 
nerve  the  impulse  intended  for  the  damaged  nucleus  was 
exerted  on  the  healthy  nucleus  of  the  opposite  side. 

2.  According  to  MendeFs  hypothesis  the  nucleus  for  the 
orbicularis  muscle  of  the  eye  is  in  the  third  group  and 
probably  in  the  same  site  as  the  nucleus  of  the  levator 
palpebrarum  superioris.  If  this  hypothesis  were  true  we 
should  reasonably  expect  that  the  over-action,  seen  to  be 
exerted  on  the  small  healthy  portion  of  this  boy's  third 
nucleus,  would  also  extend  to  the  cells  of  the  orbicularis 
nucleus.  In  fact,  if  MendePs  hypothesis  were  true,  the 
phenomenon  shown  in  this  boy  could  hardly  appear.  The 
orbicularis  being  so  much  more  powerful  than  the  levator 
any  overflow  affecting  their  nuclei  equally,  or  that  of  the 
orbicularis  only  a  little,  would  result  in  the  closure  of  the 
palpebral  fissure,  and  not  its  opening  to  its  widest  extent 
as  occurs  here.  Further,  examination  of  the  case  shows 
that  the  orbicularis  muscles  act  quite  independently  of 
the  levator  muscles,  for  at  the  word  of  command  the  boy 
shuts  down  the  lids  on  each  side  exactly  and  firmly. 

The  condition  of  the  orbicularis  muscle  in  this  case  is 
in  agreement  with  tlie  other  evidence  I  have  brought 
forward  for  tlie  pi-oper  facial  innervation  of  the  facial 
musculature,  and  tlie  orbicularis  palpebrarum  particu- 
hirly. 

8.  After  watching  tlu^  movements  of  the  eyelids  of  this 
boy,  iijid  ('oiii]);ii"iii;j-  llicin  wifli   iioi'iiiiil  <'yes,  T  ;nn  inclined 
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to  believe  tliat  tlie  orhicuhiris  piilpeliraruni  luis  very  little 
to  do  with  the  luoveinents  of  tlie  lids  in  their  co-ordinate 
movements  with  the  ^lobes.  J  F  tiiider  normal  ciHiditions 
the  orbicularis  nniscle  actively  lielped  in  the  depression  of 
the  upper  lid  when  the  globe  was  rotated  downwards  this 
activity  should  be  seen  in  this  l)oy's  left  eye  ;  it  should 
oppose  the  abnurm[il  overflow  to  the  levator  muscle,  for 
the  orbicularis  muscle  is  to  all  tests  nornuil  ;  but  there  is 
no  sign  of  any  orbicularis  activity  until  it  is  called  upon 
by  a  voluntary  effort,  the  effects  of  which  are  equal  on 
both  sides — to  close  a  narrow  slit  on  the  right,  but  a  wide 
open  fissure  on  the  left. 

Under  ordinary  conditions  the  fibres  of  the  orbicularis, 
excepting  when  they  are  brought  into  action  by  a  reflex 
from  the  conjunctiva  or  in  voluntary  contracture,  act  only 
by  their  tonicity.  The  weight  of  the  lid  and  the  tonicity 
of  a  healthy  orbicularis  tends  to  keep  the  lids  apposed  ; 
these  two  passive  depressants  are  overcome  by  the  active 
contraction  of  the  levator.  The  levator  action  is  easy 
when  it  is  co-ordinate  with  the  movement  of  the  superior 
rectus  muscle — its  congener,  but  is  not  easy  of  attainment 
wdien  produced  by  voluntary  effort  independently  of  a 
movement  of  the  globe.  {^J^^U  '"^^'^  1904.) 


12.  A  cai>'c  of  mydsfjienia  gravis. 

By  J.   U.  Lawi'okd. 

George  S — ,  married,  iot.  •')!,  a  baker,  enjoyed  good 
health  till  fourteen  years  ago.  At  that  time  he  had 
an  attack  of  influenza,  and  during  this  illni>ss  he  ob- 
served that  his  lids  began  to  droo]).  'Hiis  droo])ing 
gradually  got  worse,  and  during  subse(pient  attacks  of 
influenza  he  observed  that  the  drooping  increased  more 
rapidly. 
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His  life  has  been  an  energetic  one,  starting  work  at 
3  a.m.  in  the  bake-house ;  he  was  busily  engaged  in  hard 
manual  work,  e.g.  kneading  dough,  etc.,  till  afternoon ;  he 
then  delivered  the  bread  by  van  till  about  7  p.m.  Ten 
vears  ago  he  gave  up  this  delivery  owing  to  difficulty  of 
getting  into  the  van,  a  difficulty  which  he  ascribes  to  a 
commencing  weakness  of  the  limbs.  This  weakness  be- 
came more  marked  in  the  legs  two  years  ago  after 
rheumatism,  and  now  he  soon  becomes  tired  on  attempting 
to  Avalk  any  distance.  He  was  able,  how^ever,  to  continue 
his  work  in  the  bake-house  till  last  Christmas,  when  he 
was  ao-ain  confined  to  bed  for  thirteen  weeks  Avitli  influenza. 
Since  this  illness  he  has  not  been  able  to  work.  The 
drooping  of  the  lids  and  the  general  weakness  have 
become  more  marked.  He  was  admitted  to  Moorfields 
Hospital  April  13th,  1904. 

He  looks  tired.  His  expression  is  sleepy  and  vacant 
[see  the  photograph,  noting  (1)  the  obliteration  of  the 
facial  folds  with  the  furrows  of  brow  smoothed  out ;  (2) 
the  almost  complete  ptosis,  a  little  more  marked  on  the 
left  side ;  (3)  the  tilting-up  of  the  head  to  enable  him  to 
see  better]. 

He  complains  of  general  weakness  and  inability  to  raise 

his  lids. 

All  the  muscles  of  the  eyes  are  weak,  the  movements 
in  all  directions  being  very  slight.  On  attempting  to 
converge  there  is  a  slight  outward  movement  of  the  right 
eye,  so  that  the  left  eye  becomes  the  fixhig  eye.  He  does 
not  complain  of  diplopia.  There  is  very  marked  ptosis, 
^'specially  of  the  left.  On  eliminating  tlie  action  of  the 
(jccipito-frontalis  (right  and  left),  the  action  of  the  levator 
])alpebra5  superioris  (right  and  left)  is  very  weak.  The 
occipito-f  rental  is  is  of  no  avail  in  overcoming  the  ptosis  ; 
its  action  is  very  slight.  The  brows  are  only  slightly 
wrinkled.      The  ptosis  is  constant. 

Tlie  ])U])ils  are  e({ual,  and  react  to  light  and  to  con- 
vergence. The  media  arc  clear.  No  gross  lesion  is  seen 
ill  the  fundi.      l^  V.  =  -.f<^  6-3  s])h.  =  {\j  ;  reads  J.  1 
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at  nine  iiiclics  iiniiidcd  ;  L.  V.  =  ~.^\r  v  —  2"5  s])li.  =  ^2" 
partly;  <".  +  I  spli.  reads  J.  1  at  ten  indies.  AV'itli  the  lids 
raised  the  fields  ()f  vision  are  of  norma  I  extent. 

The  temporal  and  niasseter  nniscles  sliow  loss  of  power. 

Fkj.  ::). 


The  tongue  is  protruded  straight,  but  its  protrusion  into 
eitlier  cheek  is  very  weak. 

The  muscles  innervated  by  the  seventh  nerve  have  lost 
their  tone.  When  an  attempt  is  made  to  kee])  the  eyes 
tightly  shut  the  corners  of  the  mouth  are  not  drawn  up, 
and  the  upper  lids  can  be  easily  raised  by  the  finger. 
He  is  unable  to  whistle  loudlv. 
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There  is  defective  elevation  of  tlie  soft  palate.  He  is 
troubled  with  regurgitation  of  the  fluids  through  the  nose 
periodically  Avhen  he  tries  to  swallow.  His  speech  has  a 
nasal  intonation,  and  words  which  require  complete  closure 
of  the  naso-pharynx  are  not  pronounced  properl}^  The 
abduction  of  the  vocal  cords  is  very  weak ;  the  adduction 
is  good. 

He  has  been  in  the  habit  of  raising  his  head  to  see 
better.  He  cannot  maintain  this  long.  For  a  week  he 
has  worn  spectacle  frames,  mth  plane  glass.  To  the 
upper  portion  of  each  eye-piece  is  fitted  a  wire  crutch, 
which  raises  the  upper  lid,  keeping  it  in  this  position  when 
the  spectacle-frame  is  adjusted.  While  wearing  these  he 
does  not  require  to  raise  his  head,  so  less  strain  is  thrown 
on  the  muscles  of  the  neck.  He  acknowledges  the  great 
comfort  thereof. 

He  walks  slowly.  He  gets  readily  tired  on  attempting 
to  walk  a  distance  and  on  going  upstairs.  His  grasp  is 
weak.  The  actions  of  the  other  muscles  of  the  upper 
limbs  can  be  easily  resisted,  showing  considerable  weakness. 
It  is  the  same  with  the  muscles  of  the  lower  limbs,  but  the 
extensors  of  the  knee  and  those  of  the  thigh,  though  weak, 
are  comparatively  stronger  than  the  other  muscles  of  the 
lower  limbs. 

The  abdominal  muscles  are  weak.  He  cannot  raise 
himself  in  bed  without  the  aid  of  his  arms.  When  lying 
on  his  face  the  head  can  be  raised  very  slightly,  showing 
the  weakness  of  the  erector  spinae  and  the  muscles  of  the 
back.  The  trapezius  is  weak,  the  shrugging  of  the 
shoulders  and  approximation  of  the  shoulder  blades  are 
feeble. 

The  muscular  co-ordination  and  the  muscular  sense  of 
the  upper  and  lower  limbs  are  good.  The  nutrition  of 
the  muscles  is  poor;   they  are  flabby. 

Simj)le  exercises,  such  as  raising  the  ai'iiis  above  the 
head,  soon  tire  him. 

A  speciiiicn  of  his  li;iii(l\vriting  is  shown.  He  took 
hall"  ;iii   lioiir  to  write  it  ;   towards  tlie  end  of  the  S})eciiii('ii 
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tlic    letters   art'    more    {iiigular   and    the  writing   generally 
feebler. 

Kespiratioii  is  shallow,  twenty-six  per  minute.  Sphincter 
muscles  show  no  loss  of  power.  He  has  no  difficult v  in 
passing  water,  and  has  had  no  dinrrhcea  since  admission  ; 
no  incontinence. 

Conjunctival  reflex  very  dull.  Palate  reflex  present. 
Knee-jerks  present ;  the  response  is  less  marked  on 
repeated  attem])ts  to  elicit  them.  Urine  1024  sp.  gr.,  no 
albumen,  no  sugar. 

Notes  by  Mr.  William  Anderson,  Senior  House  Surgeon 
Royal  London   0]:)hthalmic  Hospital. 

{Card  Specimen,  May  oth,  1904.) 


13.  Mjja.sfJtmia  (jrai-i.s. 
By  James  Tayloi.'. 

Man  aet.  46,  a  painter,  has  suffered  from  lead  colic  and 
"  painter's  gout.''  No  definite  history  of  paralysis.  Had 
ptosis  ten  years  ago.  During  the  next  six  years  it  was 
])resent  intermittently.  Between  the  attacks  he  was  quite 
well.  Diplopia  for  the  first  time  nine  years  ago.  During 
the  last  four  years  the  ptosis  has  been  permanent,  and 
he  could  not  see  to  read  for  long  at  a  time.  Weakness 
of  arms  and  hands,  also  of  lower  limbs. 

Now  double  ptosis  right  more  than  left ;  paralysis  of 
ocular  movements  ;  ])u])ils  react  to  light  ;  arm  and  leg  move- 
ments easily  exhausted ;  mastication  difficult  ;  articulation 
good.  Myasthenic  reaction  in  affected  muscles,  especially 
flexors  and  extensors  of  wrists  and  fingers. 

Reflexes  and  sphincters  normal. 

{Card  specimen.      May  bfh,  1904.) 

VOL.  XXIV.  t22 


338  MISCELLANEOUS. 

Mr.  Johnson  Taylor  asked  whether  the  larynx  was 
examined  in  either  of  the  cases  related,  and  whether  in 
the  fatal  case  there  was  bilateral  abductor  paralysis. 
Such  cases  sometimes  died  suddenly. 

Mr.  J.  B.  Lawford  remarked  that  the  house  surgeon 
informed  him  in  connection  with  his  case  that  there  was 
noticeable  abductor  weakness. 

Dr.  James  Taylor,  in  reply,  said  the  case  which  was 
previously  under  Mr.  Doyne's  care  certainly  developed 
great  difficulty  in  breathing,  which  was  supposed  to  be 
due  to  laryngeal  obstruction.  Tracheotomy,  which  was 
performed,  produced  no  relief  to  the  sj^mptoms,  and  there 
was  nothing  discovered  post  mortem  to  account  for  death. 
Mr.  Miller  reported  that  the  abductors  were  paralysed  in 
the  particular  case  which  Mr.  Lawford  showed.  In  the 
case  which  he.  Dr.  Taylor,  showed  there  was  no  weakness 
of  laryngeal  muscles,  nor  had  the  patient  any  difficulty  in 
articulation,  being  able  to  speak  for  a  long  time  without 
causing  any  peculiarity  in  articulation,  and  without  any 
exhaustion. 


14.  A  method  of  differential  staining  for  retinal  and  other 

nerve  ganglion  cells. 

By  M.  S.  Mayou. 

The  tissue  must  be  fresh,  and  is  best  fixed  in  alcohol. 
In  the  case  of  whole  eyes  saturated  perchloride  of  mercury 
may  be  used. 

Embed  in  paraffin  in  the  usual  way. 

Cut  moderately  thin  sections,  and  fix  on  slide  or  co\'er 
irlass. 

Remove  paraffin  with  xylol. 

Remove  xylol  with  absolute  alcohol. 

iStain  for  ten  niimites  in  tlic  l"ollo\viii<if  stain: 
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Mi'tliyl  s^-i-ct'ii        .  .       1    kiiite  point. 

Fyroiiiuo  .  .       I    knife  ])oiiit. 

DistilU'd  wjitcr      .  .      h  small  ti'st-tulie. 

Filter. 
The    stain    deteriorates    at'tei-  abont   two    weeks,  and    is 
best  kept  in  the  (Uii-k. 
WasJi  in  distilled  water. 

Decolonris'c  in  absolnte  alcohol,  watching-  tlu^  j)rocess 
nnder  tlie  microscope.  Jf  the  stain  holds  strongly  a  trace 
of  resorcin  may  be  added  to  the  alcohol.  X3dol.  Canada 
balsam. 

^riie  stain  is  a  modification  of  tlnit  ir.trodnced  by 
Pappenheim  to  stain  ])lasma  cells,  but  which^  as  fai-  as  f 
know,  has  not  l)een  previously  a])})lied  to  nerve  tissue. 

By  this  method  the  ganglion  cells  are  picked  out  by  the 
pyronine,  the  granules  and  nuclear  structure  being  stained 
red,  which,  by  careful  decolorisation,  can  be  brought  out 
just  as  satisfactorily  as  with  Nissl's  method,  but  the  stain 
has  the  additional  advantage  over  that  method  in  that  the 
nuclei  of  the  neuroglia  cells,  the  ganglion-cell  sheath  in  the 
case  of  the  post. -root  ganglion,  and  the  nuclear  layers  of  the 
retina  are  counter-stained  blue. 

{Card  sjiecimen.      M(il/  ~)fli,  1904.) 


15.  Varicose  aneuru-svi  [ccrehral)  irith  double  optic  neuritis. 

By  \V.  Anderson. 

WiNiFKKi)  H — ,  tDt.  H  years,  only  child.  Since  Christ- 
mas has  been  out-patient  at  Great  Ormond  Street  "  for 
wasting." 

Admitted  into  Mocn-fields  February  24th,  1004.  Two 
months  ago  knocked  left  eyebrow  against  chair.  Eyelids 
have  grown  l^uffy  occasi(mally,  and  eye  got  bloodshot. 
L.  :  slight  ])ufhness  of  both  lids;  trace  of  conjunctivitis; 
injection. 
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March  2nd. — No  swelling. 

14th. — Readmitted.  L.  :  slight  proptosis ;  a  few  tor- 
tuous veins  in  conjunctiva.  Examination  under  CHCI3 
shows  no  definite  mass  anywhere.  Fundus  normal.  Lids 
very  granular. 

18th. — Discharged. 

April  21st. — Readmitted.  L.  :  vessels  of  conjunctiva 
tortuous  and  dilated.  Movements  of  eye  good.  Slight 
proptosis.  Marked  optic  neuritis  both  eyes ;  more  swell- 
ing in  R.  than  L.  There  is  a  whitish-pink  line  on  inner 
side  of  O.D.,  and  a  spot  below.  Retinal  veins  tortuous, 
swollen.      Loud  cerebral  bruit. 

{Card  specimen.      May  btli,  1904.) 


16.  Microphthalmos. 
By  M.  S.  Mayou. 

(From  the  Andrew  Clark  Laboratories,  London  Hospital.) 

The  three  eyes,  the  histological  examination  of  which 
forms  the  subject  of  this  paper,  serve  to  illustrate  the 
arrested  or  imperfect  development  at  three  different  stages 
of  foetal  life. 

The  first  shows  the  defective  formation  and  involution 
of  the  primary  optic  vesicle. 

The  second,  defective  closure  of  the  posterior  end  of  the 
cleft  in  the  primary  optic  A'esicle. 

The  third,  atypical  development  of  the  vitreous  wliicli 
has  gone  on  to  the  formation  of  adipose  tissue. 

Specimens  Nos.  1  and  2  were  derived  from  a  child  born 
at  the  seventh  moiitli,  who  lived  twenty-four  hours.  The 
child  ])reseiited  numerous  other  deformities,  especially  of 
tlie  hands  and  feet. 

Ed'ternal  Cccamlnfif  ion  showed  out  i-opion  of  the  upper 
and  lower  lids  of  both  eyes,  which  luid  se])arated.  1'he 
ctjnjunctival  sacs  were  sm;ill  iiiid  ill-(h'\('h»p('(l.  TIkm-o 
was  110  iridical  ion   of   any  globes,  except   lh;it  on  llic    riglil 
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side  a  iiodiilc  could  l)o  felt  beliind  tli(«  conjunctiva.  'Die 
contents  of  both  orbits,  together  witli  the  eyelids,  were 
rcMnoved.  The  Ijrain,  U)  inacrosco])ic  examination,  showed 
no  chanoe.  'J'he  orbits  were  ecjnal  in  size,  and  presented 
no  obvions  deformity. 

No.  1. — Ru/lif    .side. — The    condition    in    this  eye  re])i'e- 
sents  what  I  take  to  be  the  t'ailiirc,  in  tlie  secondary  optic 

Fir..    71. 


Low  power  view  of  vertical  section  of  the  whole  orbital  contents 
of  Specimen  No.  1.  From  above  downwards  can  be  seen  the 
eyelids  and  conjunctival  sac,  their  undifferentiated  recti 
muscles  inserted  into  the  rudimentary  sclera,  the  optic  nerve, 
and  in  front  of  tliis  the  lens  and  rudimentary  globe. 


vesicle  or  lens,  to  hit  off  the  i)rimary  outgrowth  from  the 
fore  brain,  with  the  ri^sult  that  the  lens  lies  below  the 
primary  vesicle,  the  two  layers  of  which  have  not  come  in 
contact  in  any  part  since  they  have  become^  distended  to 
form  a  cyst,  the  anterior  end  of  which  lies  in  front  and  to 
the  inner  side  of  the  lens. 

As  far  as  I  can  discover  from  literature  this  eye  repre- 
sents one  of  the  lowest  types  of  microphthalmos  which  has 
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l)eeii  recorded  in  which  the  various  parts  of  the  globe  are 


recognisable. 


In  the  process  of  removal  a  darkl^'-pigmented  cyst  was 
seen  at  the  lower  and  inner  part  of  the  orbit.  The  orbital 
contents  were  hardened  in  formol,  frozen,  divided  verti- 
cally, embedded  in  celloidin,  cut,  stained,  and  mounted  in 
series. 

Fig.  To. 


Specimen  No.  1.  Vertical  section  throu<^-h  the  rudimentary 
globe.  To  the  left  can  be  seen  the  entrance  of  the  optic 
nerve;  to  the  right  the  distended  anterior  end  of  the  primary 
vesicle.  Above  the  rudimentary  sclera,  with  the  tendon  of 
the  superior  oblique,  the  choroid  and  the  retinal  pigment 
layer.  The  much  vacuolated  lens  lying  in  the  centre  with 
the  rudimentary  ciliary  body,  ora  serrata,  and  retina  behind. 
There  is  no  sclera  below;  a  large  ciliary  nerve  can  be  seen 
running  forwards. 


The  ri(/]it  ()i)tlc  nerve,  compared  to  the  left  side,  was 
small ;  the  chiasma  was  of  normal  ap])earance,  and  the 
(jptic  tracts  were  of  equal  si/e  on  both  sides.  Teased 
preparations  and  sections  stained  with  logwood  and  eosin 
showed  the  ])resence  of  axis  cylinders.  There  wvw  no 
vessels  within  tlie  uei've,  ilic  rclinal  vessels  lying  below. 
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Fig.  76,  77,  and  78,  Spccuncii  ^u.  1,  arc  hig-h-power  views  of 
Fig.  75,  from  left  to  right. 

The  entrance  of  the  optic  nerve.  Above  are  the  choroid  and 
retinal  pigment  layer ;  below  the  nerve  fibres  and  commence- 
ment of  the  retina.  Note  the  cleft  is  between  the  two  layers 
of  the  primary  optic  vessels. 

Fia.  77. 


Above  is  the  retinal  pigment  layer;  below  is  the  retina. 
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The  nerve  sheath  was  perfect  throughout  its  extent. 
Following  it  forwards  aboye  it  blended  with  a  thickened 
mass  of  connective  tissue  representing  a  rudimentary 
sclera,  which  partly  received  the  insertion  of  the  aponeu- 
rosis of  the  muscles,  which  will  presently  be  described. 
Below  the  nerve  sheath  passed  into  a  slightly  thickened 
connective  tissue,  the  true  sclera  being  absent.  The 
lymph  space  around  the  nerve  was  continued  forwards 
above  right  up  to  the  sclera,  but  below  was  obliterated 
before  reaching  the  globe. 

The  choroid  was  present  only  on  the  upper  side,  and 
was  represented  by  a  mass  of  vascular  tissue  with  many 
large  branching  pigment  cells.  This  tissue  did  not  pass 
further  forward  than  the  mass  of  connective  tissue  repre- 
senting the  rudimentary  sclera. 

The  'pigment  layer  of  the  retina  was  present  on  the 
upper  side  of  the  cleft  and  extended  forwards  until 
opposite  the  lens,  where  it  lost  its  pigmented  appearance 
and  gradually  merged  into  the  tissue  lining  the  cyst-wall 
described  below.  At  the  nerve  head  the  pigment  stopped 
abruptly  in  a  rounded  mass. 

The  retina  was  situated  below  the  cleft,  the  fibres  in 
the  optic  nerve  passing  entirely  to  the  under  side  and 
lying  next  the  slightly  thickened  connective  tissue,  which 
evidently  represented  the  rudimentary  vitreous,  since  it 
ended  in  a  small  mass  situated  immediately  behind  the 
lens.  Traces  of  all  the  layers  of  the  retina,  with  the 
external  and  internal  limiting  membranes,  could  be  defi- 
nitely made  out.  There  was  some  cystic  change  in  the 
retina  near  the  nerve  head. 

Following  the  retina  forwards  towards  the  lens  it 
became  a  single  layer  of  columnar  cells  resembling  par 
intermedia  and  was  somewhat  folded.  On  reaching  the 
lens  it  became  pigmented,  and  a  rudimentary  ciliary  body 
was  formed.  "^^I'liis  consisted  of  short  ])igmented  processes 
covered  ))y  colinmuii-  cells.  Situated  between  the  rudi- 
mentary ciliary  Ijody  iiiid  the  lens  w:is  ;i  mass  ol"  ineso- 
])lastic    tissue    containing    blood-vessels,    wliicli    probably 
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The  ora  sorrata  and  ciliary  l)0(ly 
Fto.  79. 


Specimen  No.  1.  Tlio  lens  an. I  its  capsule.  .Vbovc  is  the 
anterior  capsule  of  the  lens,  which  ends  in  a  coilc<l-up  mass. 
Below  is  a"  mass  of  fibrous  ti.ssue  in  tlie  position  of  tlie 
posterior  capsule  of  the  lens,  which  is  absent. 


346 


MISCELLANEOUS. 


represented  the  suspensory  ligament.  The  vascular 
capsule  of  the  lens  was  present. 

The  anterior  capsule  of  the  lens  was  present,  and  was 
lined  by  a  single  layer  of  epithelial  cells. 

The  posterior  capsule  of  the  lens  was  absent,  and  replaced 
by  a  slighth'  thickened  connective  tissue.  At  the  junction 
between  this  and  the  anterior  capsule  the  latter  was 
thrown  into  numerous  folds. 

The  lens  substance  was  homogeneous  and  contained  no 
nuclei,  but  Avas  much  vacuolated.  This  condition  is  also 
present  in  specimen  No.  2,  and  I  think  may  be  due  to 
the  deficiency  in  the  posterior  capsule. 

The  cyst,  which  was  due  to  the  especial  distension  of 
the  anterior  part  of  the  primary  vesicle,  overlapped  the 
lens  in  front  and  on  its  inner  side,  and  was  of  laro-e  size. 
It  varies  considerably  in  thickness,  its  walls  being  made 
up  of  slightly  thickened  vascular  connective  tissue  lined 
by  cells  resembling  the  nuclear  layers  of  the  retina.  It 
contains  a  small  amount  of  blood,  but  there  are  no  vessels 
to  be  seen  on  its  inner  surface.  There  was  no  attempt 
at  any  formation  of  a  cornea  or  anterior  chamber. 

The  musculature  is  of  considerable  interest. 

The  united  recti,  together  with  the  levator  palpebral, 
took  origin  from  around  the  optic  foramen,  and  passed 
forwards  as  a  single  thick  muscular  band,  there  being  no 
attempt  at  differentiation  into  any  of  its  component  parts. 
This  large  muscle  ended  in  a  tendon,  which  anteriorly 
divided  into  a  superior  and  an  inferior  band,  and  Avas 
inserted  into  the  upper  and  lower  lids,  enclosing  the  con- 
junctival sac,  which  was  small  and  ill-developed.  The 
lower  ])and  of  the  tendon  gave  off  numerous  fibres,  which 
turned  back  to  l)o  inserted  into  the  rudimentary  sclera 
])roviously  descri])ed.  '^I'he  backward  pull  of  this  large 
muscle  no  doubt  accounted  for  the  folding  inwards  of  tlu' 
eyelids  and  the  de])th  of  the  conjunctival  sac. 

The  superior  and  inferior  <>li I Ifjue  7?i?t.vc/^.«?  were  develo])ed 
ill  tlicii"  iionii;il  pnsitioii,  tlicii-  tendons  Ix'iiig  inserted  into 
tlic  iil>rous  a])()iiciirosis  aromid  the  con  jiiiict  i\  al  sac. 
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Specimen  No.  i.  The  distended  smterior  end  of  the  primary 
vesicle  to  form  a  cyst.  The  upper  cyst  is  continuous  witli 
the  lower,  overlapping  the  lens  on  its  inner  side. 
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Specimen  No.  1.  Showiu^^  the  nrraii<;('inent  of  thr  muscula- 
ture. Above  the  superior  ohliiiue  with  its  ti'udon.  In  th»* 
middle  the  lombintMl  recti  and  levator  palpebra'  formin^^  an 
aponeurosis  around  the  conjunctival  sac.  Below  thr  trans- 
verse section  of  the  inferior  oblique. 
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Tlie  rudimentary  globe  was  situated  entirely  beneath 
the  combined  recti  and  levator  palpebrae  muscles,  but 
above  the  inferior  oblique  muscle,  which  therefore  passed 
beneath  it.  The  lachrymal  gland  and  the  glands  of  Krause 
were  present. 

No.  2. — The  left  orbital  contents  from  the  same  foetus 
as  No.  1. 

The  condition  in  this  eye  represents  the  more  common 
condition  met  with  in  microphthalmos.  A  case  of  a  very 
similar  nature  has  been  reported  by  Mr.  E.  Treacher 
Collins  (Oplitli.  Soc.  Trans.,  vol.  xii,  p.  118).  In  it  there 
is  a  failure  in  the  closure  of  the  cleft  in  the  primary  optic 
vesicle  at  the  posterior  pole  of  the  globe  below  the  nerve, 
Avith  distension  to  form  a  multilocular  cyst,  which  contains 
numerous  folds  of  the  retina;  an  atypically  fibrous  de- 
velopment of  the  vitreous,  which  has  caused  a  backward 
dislocation  of  a  malformed  lens,  with  undeveloped  ciliary 
processes  below  lengthening  the  ciliary  processes  above  ; 
non-separation  of  the  iris  from  the  posterior  surface 
of  the  cornea,  and  the  persistence  of  the  vascular  con- 
nective-tissue sheath  of  the  lens.  The  globe  measured 
8  mm.  antero-posteriorly,  and  9  mm.  in  the  vertical 
direction. 

The  oj)tic  nerve  was  larger  than  that  on  the  right  side, 
and  contained  axis  cylinders.  The  nerve  sheath  was  per- 
fect, the  lymph  space  being  perfect  above  up  to  the 
sclera,  but  obliterated  below  before  reaching  the  globe. 

The  sclera  was  normal  except  below  the  entrance  of  the 
<j])tic  nerve,  where  there  was  a  gap  in  its  substance  through 
which  the  retina  passed  into  the  cyst.  On  either  side  of 
this  opening  the  sclera  was  thickened,  the  outer  covering 
of  the  cyst  wall  being  made  up  of  connective  tissue  derived 
partly  from  the  outermost  fi])res  of  the  sclera  and  n(M*vo 
slieatli,  and  ])artly  from  thickened  connective  tissue. 

Tlte  choroid  wjis  ])resent,  but  ill-developed,  and  con- 
tained no  |)i^-ment.  It  was  absent  t'oi-  some  distance  on 
eitlici-  side  ol"  tlie  entrance  to  the  cyst. 

Tlie  jti(jinciif   /(ti/rr  of  f hr  rd'nKi   was  ])r(>sent   within    the 
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Vertical  section  throu^rh  the  posterior  pole  of  the  <^loho. 
Specimen  No.  2.  Above  can  be  seen  tlie  optic  nerve  with  its 
lynipli  space  ol)literated  l)elow.  Below  is  the  cystic  colobonia 
with  numerous  folds  of  retina  passinj^  into  it. 

Fic.  s:?. 


ISpeeinien  No.  2.  Showing-  tlu>  arran;jf(>iiient  of  the  retina  within 
the  cyst.  Note. — The  pi»;nient-cell  layer  of  tlu*  retina  loses 
its  pigment  before  entering  the  cyst,  is  then  reduplicated 
on  itself,  and  passes  into  more  or  less  normal  retina. 


350  MISCELLANEOUS. 

globe.  It  ceased  above  at  the  disc.  Below^  on  the  other 
side  of  the  cyst,  at  some  distance  from  the  entrance,  the 
cells  in  this  layer  lost  their  pigment,  and  were  continued 
into  the  cyst  as  an  unpigmented  layer  ;  on  reaching  the 
interior  the  character  of  this  layer  changed,  resembling 
somewhat  the  nuclear  layers  of  the  retina.  It  then 
doubled  on  itself  and  passed  out  again  through  the  opening, 
resembling  and  developing  into  more  or  less  normal  retina. 
Portions  of  the  cyst  wall  were  entirely  free  from  retinal 
elements.  The  rest  of  the  retina  within  the  globe  was 
thrown  into  numerous  folds,  several  of  which  passed  into 
the  cyst.  One  of  these  folds  which  passed  into  the  cyst 
extended  from  near  the  equator  of  the  globe. 

The  vitreoits  is  represented  by  a  mass  of  fibro-vascular 
tissue  situated  at  the  disc,  around  which  the  retina  is 
thrown  into  many  folds.  This  mass  of  tissue  is  attached 
to  the  posterior  surface  of  the  lens,  which  was  drawn 
backwards,  no  doubt  accounting  for  the  condition  seen  in 
the  anterior  portion  of  the  globe  about  to  be  described. 

l^he  ^usjpensory  ligament  of  the  lens  above  was  well 
developed,  some  nuclei  still  persisting  on  it.  It  arose  from 
long  drawn-out  ciliary  processes,  and  was  inserted  into  the 
lens  capsule,  some  of  its  fibres  passing  behind  the  lens  to 
be  inserted  into  the  retina  below — that  is  to  say,  on  the 
other  side  of  the  globe, — causing  the  retina  to  be  thrown 
into  folds  and  drawn  behind  the  lens. 

The  j)avs  hiterinedla  above  was  in  its  early  foetal  condi- 
tion, the  retina  being  attached  close  to  the  ciliary  body. 
Below,  the  pars  intermedia  was  normally  developed. 

The  ciliari/  hody,  both  above  and  below,  was  ill-developed. 
Above,  the  processes  were  long  and  drawn  out,  no  doubt 
by  the  suspensory  ligament,  below  tlu^  ciliary  ])rocesses 
were  rudimentary  and  ihittened  against  tlu^  side  of  the 
lens,  only  the  ])rimary  folds  being  formed  wliicli  wt;re 
directed  backwards  and  closely  applied  to  the  lens. 

Thr  iris  was  completely  adherent  to  the  ])()sterior  sur- 
face; of  the  cornea,  tlicre  being  no  angle.  Tlic  ])igment- 
laycr  on  its  posteriui-  surface  j)ass('(l  only  a  short  distance 
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Specimen  No.  2.  Section  throiio-li  the  disc,  sh<>win<f  the  lens 
distorted  and  drawn  out  of  pLice  by  the  atypically  developed 
fibrous  vitreous. 

Fig.  85. 


Specimen  No.  2.  Showin^  '  •  anterior  portion  of  tho  ixloV>e. 
Note  the  ill-developed  iris  and  ciliary  body,  dislocation  of 
the  lens,  and  folded  retina. 
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inwards  and  showed  conmiencing'  cystic  changes.  ine 
mesoblast  forming  the  anterior  layer  passed  a  short  dis- 
tance in  front  of  the  pigment-layer,  and  gave  off  vessels 
which  turned  over  the  border  of  the  pigment-layer  to 
supply  the  vascular  capsule  of  the  lens.  The  condition 
of  the  iris  was  much  the  same  as  that  which  has  been 
described  bv  Mr.   E.  Treacher  Collins    in   aniridia.      The 


Fig.  86. 


Showing  the  condition  of  the  ciliary  body,  iris,  and  lens  below. 
Note  the  backward  direction  of  the  primary  folds  of  the 
ciliary  processes.  The  mesoblast  of  the  iris  has  not  separated 
from  the  cornea,  and  the  vascular  capsule  of  the  lens  is  still 
present ;  a  vessel  can  be  seen  running-  to  it  from  the  meso- 
blast of  the  iris. 


endothelial  cells  on  the  posterior  surface  of  the  cornea 
were  present,  but  Descemet\s  membrane  was  not  well 
formed,      ^riiere  was  no  canal  of  Schlennn. 

Cornea. — The  anterior  layer  consisted  of  loose  connective 
tissue  covered  by  epithelium  of  the  conjunctival  sac.  'J^lie 
su]>stantia  j)ropii:i  was  pi-eseut  Jiiid  of  about  normiil 
thickness. 
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No.  '3. — No.  ^  was  the  i-iV;lit  eye  of  n  girl  aet.  20  years 
whose  other  eye  was  normal  with  the  exception  of  two 
dioptres  of  hyperinetropia.  She  presented  \\(>  other 
deformities.  The  interest  of  this  case  is  the  atypical 
development  of  the  vitreous,  which  has  gone  on  to  the 
formation  of  true  adipose  tissue.      As  far  as  lean  disrovoi* 

Fi(i.  87. 


Anterior  portion  of  the  i^lobo  of  Specimen  No.  3.  Showing'  the 
mass  of  adipose  tissue  partly  surrounded  by  retina  wliieh  is 
detached  and  pushed  inwards  by  the  very  extensive  cystic 
chanti^es  in  the  choroid. 


only  one  other  case  by  0.  Lange  {Arch,  fi'ir  OphtJi.,  Bd. 
xliv,  1897,  Ab.,  p.  QQi)  of  such  a  condition  has  been 
recorded. 

External  examination. — The  eyelids  were  normally 
developed,  but  closed,  and  could  not  be  raised.  The  con- 
junctival sac  was  small  and  ill-developed,  but  deep  and 
conical  in  shape.  At  the  apex  of  the  cone  could  be  seen 
a   small    eye  w^iicli    moved   consensually   with   the  other. 

VOL.  XXIV.  23 


354 


MISCELLANEOUS. 


Tlie  cornea  was  clear  and  measured  4  mm.  in  diameter. 
The  anterior  chamber  was  shallow,  and  the  iris,  of  the 
same  colour  as  the  other,  presented  a  coloboma  down  and 
slightly  inwards.  In  the  pupil  could  be  seen  the  lens, 
which  was  evidently  calcareous  and  to  which  the  iris  was 
adherent.      As  the  patient  wished  to  wear  an  artificial  eye 

Fig.  88. 


"Specimen  No.  3.     Showing  posterior  portion  of  the  globe  with 
the  same  mass  of  adipose  tissue. 


this  globe  was  enucleated  by  Mr.  Roxburgh,  who  kindly 
lianded  it  over  to  me  for  examination. 

The  globe  was  hardened  in  formol,  frozen,  and  divided 
into  a  horizontal  plane  from  before  backwards,  and  eni- 
l)edded  in  celloidin.  Sections  were  made  in  the  horizontal 
plane  from  before  back  .md  vertical  laterally.  It  was 
found  impossible  to  cut  directly  through  the  lens  owing  to 
its  stony  hardness.  The  globe  measured  11  nmi.  in  the 
antero-posterior  di reaction. 
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Specimen  No.  3.     Showing  the  colloid  degeneration  in  the  choroid. 


Fig.  90. 


Specimeu  No.  3.     Tlie  rotina,  vitreous  inonibrane,  and  atypic.ally 
developed  vitreous  (adipose  tissue). 
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The  sclera  was  thicker  than  normal.  Along  the  course 
of  the  ciliary  vessels  and  nerves  the  choroidal  pigment 
layer,  together  with  some  hyalin  material,  was  continued 
throughout  its  thickness, 

T]ie  cornea  was  small  but  otherwise  well-developed, 
there  being  numerous  papilla?  at  the  limbus.  Descemet^s 
membrane  was  present. 

Fig.  91. 


Specimen  No.  'A.  The  ciliaiy  body,  showing-  the  adipose  tissue 
in  the  situation  of  and  probably  representing  the  suspensory 
ligrament  of  the  lens. 


The  anterior  chamber  was  present  and  the  angles  open. 
The  canal  of  Schlemm  seemed  to  contain  blood. 

The  iris  has  been  already  described.  The  mesoblastic 
portion  presented  no  change,  but  there  were  numerous 
large  cysts  of  tlie  posterior  pigment  layer,  filled  with  albu- 
miuous  coagulum. 

T/ic  ciliary  hody  was  well  developed,  with  numerous 
])rocesses,  and  presented  very  slight  cystic  change  in  its 
pigment  cpitlieliniii  ;is  couipni-cd   with  the  ii'is. 
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Tlie  choroid  showed  very  extensive  de^-cnerative  eluiu^es. 
Tlie  vessels  were  sclerosed,  tlie  walls  beiii<^  imicli  thickened, 
thcn'e  beiiipf  a  lar<^e  amount  of  hyalin  material  deposited, 
i'hiefly  beneath  the  retinal  epithelium.  There  were  also 
considerable  (h'posits  of  calcareous  and  even  of  Ix^ny 
material.  In  some  situations  there  were  ])atclies  of  mono- 
nuclear leucocytosis. 

The  f)i(jmi'.nt-('('.ll  htyer  of  the  retina  w,\<<  adhei-ent  to  the 
choroid. 

The  reti')ia  was  much  folded,  bein<^  continuous  behind 
to  the  optic  disc  and  forwards  to  the  ora  serrata,  which 
was  ill  its  early  foetal  condition.  'I'he  outermost  layers 
liad  undergone  very  extensive  cystic  changes,  the  walls 
being  derived  from  the  neuroglial  tissue,  and  were  filled 
with  albuminous  coagulum  and  some  blood. 

T/te  vitreous  close  to  the  disc  consisted  of  iibrous  tissue, 
but  further  forwards  was  composed  of  typical  areolar  tissue 
with  well-developed  fat  globules,  being  continued  forwards 
to  the  back  of  the  lens,  where  it  became  more  fibrous. 
The  vitreous  membrane  was  present  and  well  marked. 

In  the  situation  of  the  suspensory  ligament  of  the  lens, 
and  probably  representing  it,  was  a  mass  of  typical  areolar 
tissue  attached  on  one  side  to  the  ciliary  })rocesses,  and 
passing  inwards^at  the  back  and  sides  of  the  calcareous 
lens. 

The  (question  which  arises  in  connection  with  this  areolar 
tissue  is  whether  this  deposit  of  fat  is  a  fatty  degeneration 
or  whether  it  is  true  aty])ical  development  of  the  vitreous. 
But  I  think,  although  there  are  other  degenerative  changes 
in  the  globe,  that  this  tissue  is  so  well  formed  that  it  could 
hardly  have  been  produced  by  degenerative  changes. 

{June  9fh,  1904.) 


APPENDIX. 


The  following  specimens  and  commnnications  icere  also 
brought  before  the  Society  during  the  session. 

An  Ophthalmoscope  for  Demonstrating  the  Fundus. 

W.  A.  Frost  (October  29th,  1903). 
A  case  of  Embolism  of  the  Central  Artery  of  the  Retina. 

G.  W.  Roll  (October  29th,  1903). 
?  Thrombosis  of  Retinal  Vein. 

Gr.  H.  PooLEY  (November  19th,  1903). 
Unusual  Macular  Appearances. 

a.  W.  Roll  (January  28th,  1904). 
A  Plan  of  Treatment  in  some  cases  of  Asthenopia. 

G.  Brooksbank-James  (January  28th,  1904). 

Tuberculous   ?  syphilitic    disease   of   the   Iris    and    Ciliary 

Body.  A.  H.  Bennett  (March  10th,  1904). 

Cases  illustrating  Congenital  Dislocation  of  the  Lenses  in 

five  generations.       Claud  Worth  (March  10th,  1904). 

Anterior  Staphyloma. 

E.  E.  Henderson  (June  9th,  1904). 
Deposit  on  Posterior  Surface  of  the  Cornea  strongly  resem- 
bling a  foreign  body  on  the  cornea. 

R.  D.  Batten  (June  9th,  1904). 
A  case  of  Biiphtlialmos  associated  with  Plexiform   Neu- 
roma of  Eyelid  and  1'emporal  Region. 

R.  D.  l^ATTKN  (July  8th,  1904). 
Tuberculosis?  of  Conjunctiva. 

R.  M.  Gunn  (July  8th,  1904). 


KEFORT    OF    COUNCIL, 

Read  at  the  Annuftl  General  Meetuig  of  the  Society, 
July  8th,  1904. 


The  Council  is  pleased  to  be  able  to  report  that  the 
work  of  the  Society  continues  to  be  most  satisfactory. 
In  spite  of  the  additional  meeting  that  has  been  held 
during  the  month  of  February  this  year,  the  communica- 
tions received  continue  in  excess  of  what  can  be  dealt 
with  comfortably,  so  that  it  has  often  been  impossible  for 
full  discussions  to  take  place  on  many  important  subjects 
that  have  been  brought  before  the  Society.  The  Council 
would  suggest  that  more  time  might  occasionally  be 
gained  for  discussion  if  those  who  read  papers  would 
observe  more  strictly  the  time  limit  of  twenty  minutes,  or 
in  the  case  of  communications  that  cannot  be  compressed 
within  these  limits,  the  main  points  might  be  briefly 
summarised,  the  fuller  details  being  reserved  for  the  paper 
published  in  the  Transactions. 

The  Clinical  Meetings  continue  to  be  popular,  and  tlie 
cases  shown  have  been  most  varied,  and  many  of  them  of 
great  interest.  The  meetings  are  fully  attended,  and  the 
discussions  that  have  been  possible  are  in  keeping  with 
the  best  traditions  of  the  Society. 

The  financial  condition  of  the  Society  has  caused  the 
Council  some  concern,  for,  owing  to  the  increased  ex- 
penditure on  the  Transactions,  the  available  balance  has 
been    diminished    of    late    years.       As   a    result    of    the 
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deliberations  of  a  committee  that  was  appointed  to  con- 
sider the  matter,  the  Council  recommended  an  increase 
of  the  entrance  fee  from  two  to  three  guineas,  but  this 
did  not  seem  to  commend  itself  to  the  Society,  so  that 
the  Council,  as  an  alternative,  now  recommend  an  increase 
of  the  composition  fees,  which  are  at  present  especially 
low  in  the  case  of  non-resident  members,  in  view  of  the 
fact  that  they  annually  receive  a  copy  of  the  Trans- 
actions. 

A  large  number  of  new  Members  continue  to  join  the 
Society,  so  that  during  the  year  twenty-four  new  names 
have  been  added  to  the  list.  The  Council,  however, 
regrets  to  have  to  record  the  loss  of  some  of  the  Members 
of  the  Society,  as  Mr.  George  Lawson,  Dr.  T.  Gilbart 
Smith,  Mr.  E.  Donaldson,  and  Mr.  Thomas  Hoban  have 
been  removed  by  death.  Mr.  Lawson  was  an  original 
member  of  the  Society,  and  was  Councillor  during  1882-4, 
and  Vice-President  during  1892—5. 

An  interesting  feature  of  the  year  has  been  the 
presentation  to  the  Society  of  the  Trust  Deed  and  dies  of 
the  Nettleship  Medal.  The  remarks  made  by  Sir  Thomas 
Barlow,  as  Chairman  of  the  Nettleship  Prize  Committee, 
in  presenting  the  dies  to  the  Society  at  a  Special  General 
fleeting  held  on  February  11th,  1904,  are  appended  to 
this  Report.  The  Committee  appointed  to  make  the  first 
award  has  selected  Mr.  Priestley  Smith,  Professor  of 
Ophthalmology  in  the  University  of  Birmingham,  for  this 
honour,  in  recognition  of  his  many  important  contributions 
to  ophthalmic  medicine  and  surgery,  especially  those 
relating  to  the  nature  and  treatment  of  glaucoma. 

The  attention  of  the  Society  has  been  called  by  the 
Medico-Political  Committee  of  the  British  Medical  Asso- 
ciation to  the  fact  that  the  Worshipful  Company  of 
Spectacle  Makers  proposes  to  include  the  subject  of  sight 
testing  in  the  examination  for  its  diploma,  and  to  give 
certificates  of  efficiency  therein.  The  Council  accordingly 
;ipj)ointed  a  committee  to  consider  and  rej)ort  thereon. 
Tin;  Coini/iittco  lias   ])rosent(Hl   its  rc])ort,  wliicli  has   bccMi 
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Jicloi)ted  by  the  Comicil,  and  flic  Coinicil  now  siil>iiiits  tliis 
re])()i't  to  the  Society. 

The  Council  regret  exceed  ino-ly  thiit  it  has  bi-eii 
necessary  to  postpone  the  Bowman  Lecture,  owing  to  the 
indisposition  of  Dr.  Mott,  F.R.8.,  wlio  unfortunately  con- 
tracted blood-poisoning  during  the  performance  of  a  post- 
mortem examination.  They  are,  however,  glad  to  be  able 
to  report  that  Dr.  Mott  is  making  satisfactory  progress, 
and  that  there  is  every  reason  to  hope  that  he  Avill  be 
able  to  deliver  the  lecture  early  next  Session. 

The  best  thanks  of  the  Council  are  due  to  the  follow- 
ing gentlemen  for  books  and  pam])hlets  that  have  been 
presented  to  the  Library  : — Mr.  Leslie  Buchanan,  Mr. 
Ernest  Clarke,  Mr.  Herbert  Fisher,  ^fv.  Webster  Fox, 
Professor  Fuchs,  Mr.  Grossmann,  ]\fr,  Arnold  Lawson, 
Mr.  Herbert  Parsons,  Mr.  de  Schweinitz,  Mr.  AVorth, 
and  Mr.  Sydney  Stephenson. 

The  Treasurer's  Report  and  Balance  Sheet  are  in  the 
hands  of  Members,  and  show  an  increase  in  the  balance 
as  compared  with  last  year,  which  is  due  to  the  fact  that 
a  large  number  of  subscriptions  that  were  in  arrears  have 
now  been  paid. 
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EDAVAKl)  NETTLESHIP  PRIZE. 


In  presentiiio-  tlie  dies  of  the  Nettlesliij)  Medal  to  the 
Society  at  a  Special  General  Meeting*,  held  on  February 
11th,  1904,  Sir  Thomas  Barlow,  as  chairman  of  the 
Nettleship  Prize  Committee,  said  : 

Mr.  Pkesident, — On  behalf  of  the  subscribers,  I  have 
the  honour  to  ask  your  acceptance  of  the  dies  for  a  medal 
to  be  given  biennially  by  this  Society  for  ophthalmological 
work,  and  to  be  designated  the  Nettleship  Medal. 

There  has  already  been  handed  over  to  the  custody  of 
the  Treasurer  a  trust  deed  conveying  the  necessary  funds 
for  the  endowment,  and  I  need  hardly  say  tliat  the  con- 
ditions and  award  are  entirely  under  the  control  of  the 
Ophthalmological  Societ}'. 

Permit  me,  in  a  very  few  words,  to  state  what  were  the 
circumstances  which  have  eventuated  in  the  action  of  this 
evening.  Two  years  ago,  to  the  deep  and  widespread 
regret  of  all  who  knew  him,  our  friend  and  confrrrr^ 
Edward  Nettleship,  decided  to  relin([uish  his  place  in  the 
combatant  ranks  of  his  arm  of  the  service.  It  was  a 
gratification  to  us  to  learn,  however,  that  he  still  proposed, 
in  his  well-earned  leisure,  to  devote  time  to  the  furtlier 
elucidation  of  })roblems  which  had  interested  him  in  the 
past. 

Many  of  us  thought  that  it  would  l)e  fitting  that  some 
simple  and  permanent  recognition  should  be  made  of 
Nettleship^s  life  work. 

This  medal  and  its  endowment  are  the  gift  not  only  of 
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friends  who  have  known  Nettleship  and  his  work,  but  of 
past  students  at  home  and  abroad  who  owe  much  to  him 
both  in  knowledge  and  inspiration.  In  considering  the 
form  of  this  recognition,  our  thoughts  naturally  turned  to 
this  Society,  of  which  Nettleship  was  one  of  the  most 
active  founders,  and  of  which  he  has  been  one  of  the  most 
devoted  supporters. 

We  have  to  thank  you,  sir,  and  the  Council  for  your 
hearty  co-operation  with  us  in  our  proposal,  which,  we 
are  well  aware,  will  add  to  the  responsibility  of  the  officers 
of  the  Society.  In  the  ranks  of  our  profession,  Mr. 
President,  I  believe  it  is  fair  to  say  that  sooner  or  later 
the  good  work  that  men  do  is  acknowledged  not  only  with 
justice,  but  with  generosity.  But  how  often  that  acknow- 
ledgment comes  only  when  a  man  has  passed  awa}'',  and 
when  he  can  never  become  aware  of  the  esteem  which 
would  have  cheered  and  heartened  him  in  his  way. 

Need  I,  then,  say  anything  to  justify  this  action  of  ours, 
which_,  whilst  our  friend  is  still  vigorous  amongst  us, 
assures  him  of  our  warm  regard,  and  which,  we  believe, 
will  do  much  to  inspire  others  to  emulate  the  scientific 
spirit  which  has  characterised  his  work  throughout  ? 


EErORT  ON  SIGHT-TESTIXG   BY 
SPECTACLE  MAKI'RS. 


The  Oplitlialmological  Society  of  tlic  United  Kiiifi^doin, 
having  had  its  attention  called  to  the  fact  that  the  Woi-- 
shipful  Company  of  Spectacle  Makers  proposes  to  include 
the  subject  of  sight-testing  in  the  examination  foi-  its  dip- 
loma, and  to  give  certificates  of  efficiency  therein,  wishes 
to  express  its  opinion  that,  while  approving  of  any  measures 
which  tend  to  increase  the  efficiency  of  opticians  in  their 
technical  work,  it  considers  that  it  would  be  misleadiuu" 
and  dangerous  to  the  public  to  countenance  any  ])rop()sal 
to  certify  as  competent  to  advise  and  prescribe  for  defects 
of  vision  anyone  who  has  not  had  an  efficient  medical  and 
surgical  training. 

A  diploma  such  as  the  Worshipful  Company  of  Spectacle 
Makers  proposes  to  grant  may  lead  the  public  to  believe 
that  its  possessor  is  competent  to  diagnose  and  treat 
diseases  of  the  eye,  and  thus  grave  consequences  might 
follow. 

Errors  of  refraction  often  occur  in   association  with  dis- 
eases of  the  eye.      The  mere  correction  of  the  former  1)\ 
means  of  spectacles  would  ignore  a  condition   whicli  miglii 
destroy    sight,  or    even    leave    the    life  of    the    patient    in 
danger. 

Moreover,  numy  errors  of  refraction  can  only  be  accui-- 
ately  measured  after  the  local  use  of  a  drug,  which  should 
only  be  employed  ov  prescribed   by  a  medical   man,  since 
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its  indiscriminate  use   is   calculated   to    excite    one  of  the 
gravest  diseases  to  which  the  eye  is  liable. 

Finally,  on  general  grounds  it  is  undesirable  and  dan- 
gerous to  encourage  the  public  in  the  belief  that  affections 
of  any  organ  of  the  body  can  be  safely  treated  by  anyone 
unacquainted  with  its  anatomy  and  physiology,  and  with 
the  various  morbid  conditions  to  which  it  is  liable. 

JOHN    TWEEDY, 
July  8th,  1904.  President. 


PRELIMINAEY  EEPOllT  OV   COLOUR 
VISION  COMMITTEE. 


Your  Committee  have  considered  the  subject  referred 
to  them,  namely,  tlie  alleged  inefficiency  of  Holmgren's 
test  to  detect  certain  cases  of  colour-blindness,  and  beg  t<t 
report  as  follows  : 

We  agree,  as  the  result  of  our  own  examinations,  with 
the  generally  received  opinion  that  Holmgren's  test  used 
with  knowledge  and  care  and  in  the  spirit,  but  not  neces- 
sarily according  to  the  letter,  of  the  instructions,  is 
sufficient  for  the  detection  of  a  large  number  of  cases  of 
colour-blindness  for  which  it  was  devised,  viz.  those  whose 
defect  is  of  a  kind  that  i^enders  them  liable  to  make 
mistakes  in  coloured  signals ;  and  further  that  the  test 
gives,  in  a  large  number  of  cases,  such  an  indication  of 
the  degree  of  defect  as  will  justify  the  examiner  in 
deciding  from  it  alone,  without  other  tests,  whether  a 
given  colour-blind  person  is  oi-  is  not  unsafe,  as  a  signal 
or  look-out  man. 

But  we  agree  with  Dr.  Edridge-Green  that  some  cases 
of  colour-blindness  cannot  be  detected  l)y  Holmgren's 
test,  however  skilfully  and  fully  used  ;  and  that  others 
that  satisfy  Holmgren's  first  test  (pale  green)  easily,  and 
would  therefore  be  passed  as  normal  in  most  ordinary 
routine  examinations,  are  exposed  by  a  careful  use  of 
Holmgren's  second  test  (Rose  test  colour).  We  further 
agree  with  Dr.  Edridge-Green  that  some  at  least  of  tlie 
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cases  just  referred  to,  when  tried  with  the  signal  lantern, 
make  mistakes  that  at  once  disqualify  them. 

The  discovery  of  the  defect  in  such  cases  can  be  made 
with  certainty,  and,  as  a  rule,  easily,  by  a  modification  of 
the  wool  test,  such  as  that  of  Dr.  Edridge-Green,  in  which, 
as  the  result  of  his  investigations,  he  recommends  a  series 
of  colours  different  from  Holmgren's. 

Another  kind  of  defective  colour  vision,  apparently  not 
known  to  Holmgren,  is  that  caused  by  shortening  of  one 
or  other  end  of  the  spectrum,  that  is,  inability  to  perceive 
some  of  the  rays  of  lowest  refrangibility  at  the  red  end, 
or  of  highest  at  the  violet  end. 

Shortening  of  the  violet  end,  when  unaccompanied  by 
any  other  defect  of  colour  vision,  is  practically  important 
only  when  violet  or  purple  signal  lights  are  used. 

Shortening  of  the  red  end  is  more  important.  It  is 
usually  combined  with  defective  colour-difference  per- 
ception, but  even  when  it  exists  alone,  it  will,  if  it  reaches 
a  certain  degree,  render  its  subject  unsafe  as  a  signal 
reader,  by  hindering  the  perception  of  red  at  a  distance, 
or  when  viewed  through  a  haze,  which  only  allows  the 
passage  of  the  rays  of  low  refrangibility. 

Your  Committee  believe  that  the  above  report  answers 
in  the  strict  sense  the  reference  made  to  them,  but  they 
think  that  its  value  would  be  enhanced,  if  they  could 
report  more  fully  on  the  subject  after  having  examined  a 
larger  number  of  colour-blind  persons. 

As  the  daylight  in  London,  at  this  season,  is  short  and 
uncertain,  and  as  time  is  required  to  collect  cases,  they 
propose  to  postpone  such  fuller  report  for  a  few  months. 

(Signed)      W.  Adams  Frost, 

Chairman  t. 


January  28th,  1904. 
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Abscess  (acute  primary)  of  Touon's  capsule  with  perforation 

into  eyeball  (A.  Bronner)        .  .  .  . 

Albuminuria:  see  Itetitiitis  (Albuminuric). 
Amblyopia  (tobacco),  anomalous  case  (Miijor  F.  O'Kinealy) 
Amenorrboea,  primary,  and  optic  atrophy  (W.  C.  Rockliffe) 
Anatomy  (pathological)  of  plaques  in  epithelial  xerosis  (M 

S.  Mayou)  ..... 
Anderson  (William),  pemphigus  of  the  conjunctiva  of  botl 

eyes  ..... 
varicose  aneurysm  (cerebral)  witli  double  optic  neu 

ritis  ..... 

Anencephaly  :   condition  of  retina  and  optic  nerves  in  anen 

cephaly  (M.  S.  Mayou)  ... 
Aneurysm  (arterio- venous)  (E.  L.  Pritchard) 
pulsating  tumour  of  orbit  probably  artC' 

rio-venous  aneurysm  (N.  C.  Ridley) 
varicose,     cerebral,  with     double    optic   neuritis    (W 


Anderson)  .... 

Angioma  of  orbit  (cavernous)  (A.  L.  Whitehead) 
Aniridia,  traumatic,  case  of  (A.  Lawson)     . 
Anomalies  (multiple)  in  a  child  (N.  B.  Harmau) 

muscular  .... 

Anopthalmia  (A.  H.  Pay  an  Dawnay) 

Appliances  and  instruments 

Arterial  degeneration  in  retina  (R.  l^larcus  Gunn^  . 

disease  of  fundus  (F.  Flemming)     . 

Arteries  (retinal),  compression  of  retinal  veins  by  thickened 

arteries  (J.  R.  Lunn)  .... 

Arterio-venous  aneurysm  :  aec  Aneunjsvi  (arterio-venous/ 
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Conjunctiva,  dermo-lipoma  of  (L.  Werner)  . 
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.  216 
19—38 
.  214 
.   24 
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—  staphyloma  (congenital),  two  cases  (E.  Nettleship) 
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(cerebral),    with    symmetrical    changes   in    macula;   in 

three  members  of  same  family  (M.  S.  iMayou)     . 
of  choroid  :  area  presenting  unusual  appearance  (G.  W. 
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Mo  WAT  (D.),  permanent  paralysis  of  inferior  recti  mnscles  fol- 
lowing diphtheria  some  years  previously;  left  divergent 
strabismus  and  some  right  facial  paralysis  .  .     238 

Discussion  (p.  238),  Mr.  Sydney  Stephenson. 
Mucous  membranes  :  pemphigus  affecting  skin,  conjunctiva, 

-  and  other  mucous  membranes  (E.  Nettleship)  .  22 
Muscular  anomalies  .  .  .  .  238 — 240 
Myasthenia  gravis  (J.  B.  Lawford)  .  .  .  333 
(James  Taylor)        ....     337 


Nerve  (optic),  dilatation  and  dropsy  accompanied  by  internal 
hydrocephalus  causing  pulsating  exophthalmos  (F.  P. 
Maynard)  .  .  .  .  .  .174 

(optic)  diseases  of  .  .  .  174 — 189 

condition   of  retina  and  optic  nerves  in  anen- 


cephaly  (M.  S.  Mayou) 

(third),    paresis,    partial    recovery,    wiili    subsequent 


abnormal  over-action  (N.  B.  Haiman)  . 
Nettlkshii*  (E.),  case  of  pemphigus  affecting  the  skin  and 

the  conjunctiva  and  some  (»thej'  mucous  meml)ian('8 
two  cases  of  congenital  stapliyloma  of  the  cornea 


150 

329 

22 
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Nettleshif  (E.),  Karcoma  of  the  choroid  in  :iii  <y<'  alfected 

witli  i^rosa  clioroiditis  (jf  Jin  earlier  (lat«,'  93 

Discussion  (pp.  101,   102),  the  President,   Mr.   Herbert 
ParsoHR. 

a  ease  of  indirect  gunshot  injury  ofl^oth  r'yes.     Death 

ironi    nieiiini,'itis    five    weeks    afterwards.     Microscopical 
examination  of  both  eyes         ....     -41 
Discussion  (p.  254),  the  President. 

discussion  on  sarcoma  at  iimbus      .  .  .IS 

— on  arteiial  degeneration  in  retina,  and  retinal 


vascular  changes      .  .  .  .  .122 

Neuritis  (optic)  following  concussion  of  eyeball  (W.  C.  Roek- 

litfe)  .  .  .  .  .182 
hyaloid  changes  or  spurious  optic  neuritis  in 

case    with    peculiar    changes    of   and    around    optic    disc 

(G.  W.  Thompson)  .  .  .  .  .177 
optic,  double,  in  case  of  cerebral  varicose  aneurysm 

(W.  Anderson)  .  .  .  .  .339 
optic,  double,  in  case  of  tuberculosis  of  choroid  (J.  R. 


Lunn)  .  .  .  .127 

Night-blindness  (Major  H.  Smith)  .  .  .135 

Nose-blinking  phenomenon  (N.  B.  Harman)  .  .     318 

Objects  :  judgment  of  size  and  distance  of  (N.  B.  Harman)      .     295 
Ogilvy  (A.),  discussion  on  case  of  traumatic  aniridia  .     257 

and  Stephenson  (Sydney),  epithelioma  of  conjunctiva     21 1 

O'KiNEALY  (Major  F.),  an  anomalous  case  of  tobacco  ambly- 
opia .  .  .  .  .  .108 

Discussion  (pp.  116,  117),  the  President,  Mr.  Lang,  Mr. 
Silcock,  Mr.  Johnson  Taylor,  Mr.  Holmes  Spicer,  Major 
O'Kinealy  (reply). 
Opacities    (nodular)    of  the    cornea    in   father    and    daughter 

(VV.  T.  Holmes  Spicer)  .  .  .  .42 

Opacity   of  cornea  (unusual  superficial  circumferential),  sym- 
metrical in  the  two  eyes  (E.  Treacher  Collins)    .  .       45 

of  lens :  unusual  opacity  affecting    posterior   part    of 

lens  and  capsule  (G.  Hartridge)  .  .  .85 

Operations,  instruments  and  appliances        .  201 — 285 

Ophthalmia  (granular),  peculiar  outbreak  of  (W.  C.  Roeklitle)  .       34 
Ophthaluiology,   relation  to   general    medicine,   surgery,   and 

public  health  (J.  Tweedy)         .  .  .  .1 

Ophthalmoplegia  externa  (G.  W.  Roll)         .  .  .239 
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PAGE 
Orbicularis  palpebrarum,  innervation  of  (nose-blinking  phe- 
nomenon) (N.  B.  Harman)       ....     318 
Orbit,  angioma  (cavernous)  (A.  L.  Whitehead)  .  .     209 

diseases  of  ....  190—210 

tumour  (pulsating)  cured  for  four  months  by  ligation 

of  common  carotid  (N.  C.  Ridley)  .  .  .     190 


Pannus,  trachomatous  (Major  H.  Herbert)  . 

Paralysis  of  inferior  recti  muscles  (permanent)  following  diph- 
theria some  years  previously  (D.  Mowat) 

(I'igbt  facial)  in  case  of  peruianeut  j)aralysis  of  inferior 

recti  muscles  (D.  Mowat)         .... 

Paresis   of  third   nerve,   partial    recovery,    with    subsequent 
abnormal  over-action  (N.  B.  Harman)  . 

Parsons  (J,  Herbert),  congenital  anterior  staphyloma 

Discussion  (pp.  60-63),  Mr.  Nettleship  ("  Two  cases  of 
congenital  staphyloma  of  cornea  "),  Mr.  Treacher  Collins, 
Mr.  N.  Bishop  Harman,  Mr.  Parsons  (reply). 

sections  of  Mr.  Leslie  Paton's  case  of  ?  tuberculous 

choroiditis  ..... 

discussion  on  sarcoma  at  limbus 

on  nodular  opacities  in  cornea 

on  case  of  sarcoma  of  choroid  in  eye  affected 


with  grross  choroiditis  of  earlier  date     . 

—  discussion  on  case  of  thrombosis  of  central  vein 

on  case  of  traumatic  aniridia 


Paton  (Leslie),  sections  of  his  case  of  ?  tuberculous  choroiditis 

shown  by  Mr.  J.  Herbert  Parsons 
Pemphigus  affecting  skin  and  conjunctiva  and  other  raucous 

membranes  (E.  Nettleship)     . 

of  conjunctiva  of  both  eyes  (W.  Anderson)      . 

Peroxide  of  hydrogen  drops,  gonorrha^al  conjunctivitis  treated 

by  (A.  Bronner)         .... 
Plaques  in  epithelial  xerosis,  pathological  anatomy  of  (M.  S 

Mayou)       .  .  '  •  • 

Pritchakd  (E.  L.),  a  case  of  arterio-venous  aneurysm 

Discussion    (pp.    194-198),    Mr.    Johnson    Taylor,    Mr 

Adams    Frost,    Mr.    Ernest    Clarke,    Mr.  Brewerton,  Dr 

Eric  Pritchard,  Mr.   P.  Flemming,  Mr.  Treacher  Collins, 

Mr.  Fisher,  the  President,  Mr.  Silcock,  Mr.  Ridley. 
Proptosis  (W.  H.  Jessop)  .  .  .  . 
associated  with  disease  of  sphenoid  (W.  H.  Jessop) 
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Pseudo-j^lioiiKi  lollovviug  injury  (E.  E.  Houdersun; 

Public  heultli,  relation  of  ophtliahnoloyy  to  (J.  Tweedy)  .  1 

Recti  muscles  (inferior),  paralysis,  permanent,  following  diph- 
theria some  years  previously  (D.  Mowat)  .  .     238 
Reflex:   see  Liijht  reflex. 
Retina:  arterial  degeneration  in  (R.  Marcus  Gunn)  .                 .     lllj 

arterio-sclerosis  of  (R.  W.  Doyne)     .  .     124 

changes  in,  one  week  after  contusion  of  eyeball  (R.  E. 

Bicker  ton)  .....     258 

condition   of  retina  and   optic  nerves   in   anencephaly 

(M.  S.  Mayou)  .  .  .150 
detachment  of,  spontaneously  subsiding  in  both  eyes  in 

case  of  albuminuric  retinitis,  three  years  after  acute  attack 

(H.  L.  Eason)  •  .  .  .  .     U7 

diseases  of  .  .  .  .  91 — 173 

eff'usion  over  (R.  W.  Doyne)  .  .  .     123 

section  of  retina  from  case  of  arterial  disease  of  fundus 

(P.  Flemming)  .....     Vli'y 

varicose  veins  in  (R.  W.  Doyne)        .  .  .1)1 

vascular  changes  in  (R.  Marcus  Gunn)  .  .     ]  1!> 

see  also  Arteries  (retinal). 

Artery  (retinal). 

Cells  (retinal). 

Hemorrhage  (sub-retinal). 

Veins  (retinal). 


Retinitis  (albuminuric)  :  case  three  years  after  acute  attack,  in 
which  detachment  of  retina  has  spontaneously  subsided  in 
both  eyes  (H.  L.  Eason)  .  .  .  .      1  t7 

circinata  (R.  W.  Doyne  and  S.  Stephenson)    .  .       5)1 

proliferans  (G.  H.  Goldsmith)  .  .  .117 

Rheumatoid  arthritis  :  see  Arthritis  (rheumatoid). 

Ridley  (N.  C),  pulsating  tumour  of  orbit,  prt)l)ably  arterio- 
venous aneurysm,  cured  for  lour  mouths  by  ligation  of 
common  carotid,  but  since  recurring     .  .  .     I'JO 

discussion  on  arterio-veuous  aneurysm  .  .     1{)7 

RocKLiFFE  (W.   C),   a  peculiar  outbreak   of  granular  o{>li- 

thalmia  .  .  .  .  .31 

unusual  se(iuence  to  cataract  extraction  .  .       87 

Discussion  (p.  J)0),  Mr.  Sydney  Stephenson,  Mr.  Rockliffe 
(reply). 

optic  atrophy  and  primary  amenorrha*a  .  IH* 
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RocKLiFFE   (W.  C),  optic  neuritis  followiug  concussion  of 

eyeball        .  .  .  .  .  .182 

Roll  (G.  W.),  area  of  choroidal  degeneration  presenting  un- 
usual appearance      .  .  .  .  .118 

unusual  macular  appearance  .  .  .126 

embolism  of  retinal  artery  .  .  .     132 

Discussion  (p.  132),  Dr.  A.  Hugh  Thompson,  Mr.  Roll 
(reply). 

ophthalmoplegia  externa    ....     239 

Discussion  (p.  240),  the  President,  Mr.  Roll  (reply). 

discussion  on  operation  for  ectropion  .  .     263 


Rupture  of  right  choroid  (C.  Blair)  .  .  .     260 


Sac  (lacrymal)  :  see  Lacrymal  sac. 

Sarcoma  of  choroid,  in  eye  affected  with  gross  choroiditis  of 

earlier  date  (E.  Nettleship)     . 

of  choroid  (flat)  (E.  E.  Henderson) 

at  limbus  (W.  H.  Jessop)  . 

(melanotic  epibulbar) ;  enucleation ;  no  recurrence  in 

six  years  (L.  Werner) 
SiLCOCK   (A.  Q.),  discussion  on  anomalous  case  of  tobacco 

amblyopia  .  .  .  .  .116 
discussion  on  arterial  degeneration  in  retina,  and  retinal 

vascular  changes       .....     123 
discussion  on  arterio-venous  aneurysm  .  .     197 


93 
224 

16 

219 


Sinuses,  diseases  of  .  .  .  ,  190 — 210 

Size    and    distance    of    objects,   judgment    regarding   (N.   B. 

Harman)     .  .  .  .  .  .295 

Skin,  pemphigus  affecting  skin,  conjunctiva,  and  other  mucous 

membranes  (E.  Nettleship)      .  .  .  .22 

Smith  (Major  H.),  night-blindness  .  .  .     135 

cataract  couching  ....     264 

Smyth  (E.  J.),  tuberculous  disease  of  conjunctiva  .37 
Snkll  (Simeon),  a  case  of  optic  atrophy  (primary)  due  to  lead  184 
a  case  of  atrophy  of  both   optic  discs  resulting  from 

uterine  (post-partum)  ha3morrhage  .  ,  .  186 
a  case  of  bilateral  glioma  in  wliicli  the  patient's  life  was 

saved  by  excising  the  two  eyes  .  227 
glioma  occurring  in  two  members  of  same  laiiiily,  in  one 

instance  (fatal)  both  eyes  being  Jiffectc.'d  230 

DiscuHKion  (pp.  233-237),  the  President,   Mr.  Stanford 

Morton,  Mr.  C.  Devereux  Marsiiall,  Mi-.  Snell  (reply). 


I 
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f 

Sphenoid,  disejise  of,  proptosis  associated  with  (W.  li.  Jessop) 

Sphincter  muscle  of  eyehds  :  see  OrhicalarU  palpebrarum. 
Si'lCEK   (W.  T.  Holmes),   nodular  opacities   of  the  cornea    in 

father   and   daughter  with   a   iiistory  <A'  the   same   in    the 

father's  brother  and  sister 
discussi<jn  on  <^(^norrh(jeal  ccjnjuuctivitis  treated  by  per 

oxide  of  hydroj,'en  drops 

discussion  on  anomalous  case  of  tobacco  amblyopia 


Stainin*^  :  method  of  differential  staining  for  retinal  anduthc 

nerve  ganglion-cells  (M.  IS.  Mayou) 
Staphyloma  of  cornea  (congenital),  two  cases  (E.  Nettleship) 

(congenital  anterior)  (J.  H.  Parsons) 

Stephenson  (Sydney),  discussion  on  case  of  unusual  sequence 

to  cataract  extraction 
discussion  on  cerebral  degeneration  with  symmetrica 

changes  in  macular,  in  three  members  of  a  family 
discussion  on  case  of  permanent  paralysis   of   inferior 


recti  muscles 
—  and  DoYNE  (R.  W.),  retinitis  ciicinata 

and  Ogilvy  (Alexander),  epithelioma  of  conjunctiva 


Strabismns  (left  divergent)  in  case  of  permanent  paralysis  o 

inferior  I'ecti  muscles  (D.  Mowat) 
Subconjunctival  dislocation  of  lens  (E.  E.  Henderson) 
Surgery  (general),  relation  of  ophthalmology  to  (J.  Tweedy) 
Suspensory  ligaments:  see  Liyanicnts  (suspensory). 
Swelling   in  ciliary  region,  of  unusual   size,  probably  in  Ham 

matory  (S.  Johnson  Taylor)    . 
Swellings,  symmetrical,  in  macular  region  apparently  due   to 

sub-retinal  hicmorrhage  (K.  D.  Batten) 

Taylor  (James),  myasthenia  gravis 

Discussion   (p.  337),    Mr.   Johnson    Taylor,   Mr.   J.   B 

Lawford,  Dr.  James  Taylor  (reply).  • 

Taylor  (S.  Johnson),  a  swelling  of  unusual  size,  probably 

intiammatory,  in  the  ciliary  region 
Discussion  (p.  213),  Mr.  Adams  Frost. 

discussion  on  nodular  opacities  in  cornea 

on  anomalous  case  of  tobacco  amblyopia 

on  arterio-venous  aneurysm 

on  myasthenia  gi-avis 

Tenon's  capsule,  abscess  (acute  primary),  with  per-foration  into 

eyeball  (A.  Bronner)  .... 
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Thompson  (A.  Hugh),  an  unasual  foim  of  coloboma  of  the 

choroid       ......     148 

discussion  on  case  of  embolism  of  retinal  artery  .     132 

Thompson  (George  W.),  kerato-iritis  ;  double  intra-uterine  ; 

inflammatory  .  .  .  .  .66 

Discussion  (p.  67),  Dr,  Adolph  Bronner,  the  President. 

multiple  ruptures  at  the  choroid,  with  peculiar  changes 

at  the  macula  .....     133 

a  case  with  peculiar  changes  of,  and  around,  the  optic 


disc  in  a  woman  ;  ?  hyaloid  changes  or   spurious   optic 
neuritis       ......     177 

Discussion  (p.  178),  Dr.  A.  Bronner. 
Thrombosis  of  central  retinal  vein  pathologically  examined 

(G.  Coats)  .  .  .  .  .  .161 

Tobacco  amblyopia,  anomalous  case  (Major  F.  O'Kinealy)        .     108 
Trachoma  :  xerosis  of  right  cornea  following  (M.  S.  Mayou)    .       39 
Trachomatous  pannus  and  associated  corneal  changes  (Major 

H.  Herbert)  .  .  .  .  -67 

Trichiasis  (W.  E.  Cant)  .  .  .  .266 

operation  for  (W.  E.  Cant)  .  .  .     266 

Tuberculosis  of  choroid,   with    double   optic   neuritis   (J.    R. 

Lunn)         .  .  .  .  .  .127 

?  Tuberculous  choroiditis :  sections  of  Mr.  Leslie  Paton's  case 

of  (J.  Herbert  Parsons)  .  .  .  .149 

Tuberculous  disease  of  conjunctiva  (E.  J.  Smyth)      .  .       37 

Tumour  of  choroid  associated  with  iritis  (J.  H.  Fisher)  .     102 

of  ciliary  body  (E.  W.  Brewerton)    .  .  .     226 

(epibulbar)  (W.  H.  Jessop)  .  .  .213 

of  orbit  (pulsating),  cured  for  four  months  by  ligation 

of  common  carotid,  but  since  recurring  (N.  C.  Ridley)      .     190 
Tumours  .....  211—237 

Tweedy  (John),  the  relation  of  ophthalmology  to  general 
medicine  and  surgery  and  to  public  health,  being  the 
Presidential  Address,  delivered  before  the  ()i)htluilinc)- 
logical  Society  of  the  United  Kingdom  on  October  21)th, 
1903  .  .  .  .  .         1 

discussion  on  sarcoma  at  limbus       .  .  .18 

on  guiiurrha'al  conjunctivitis  treated  by  peroxide 

of  hydrogen  drops    .  .  .  .33 

diseuHsion  on  noduhir  opacili^'K  in  cornea        .  .       44 

on  Ciise  of  kcratoiritis  .  .  .        ()7 
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Tweedy  (John),  discussion  on  case  of  sarcoma  of  choi-(ji<l  in 
eye  afFected  with  ^voaa  choroiditis  of  earlier  date 

discussion  on  anomalous  case  of  tobacco  amblyopi.-i 

on  case  of  thrombosis  of^central  vein  , 

on  arterio-venous  aneurysm  . 

on  glioma  occurring  in   two   members  of    the 

same  family  ..... 

discussion  on  ophthalmoplegia  externa 

on  case  of  indirect  gunshot  injury  of  both  eyes  . 

■ on  case  of  traumatic  aniridia 

on  operation  for  ectropion 

on  anophthalmia 


Uterus,  ha3moi'rhage  from  :  see  Hicmorrhnge  (uterine). 

kerato-iritis ;     double     intra-uterine ;     inflammatory 

(G.  W.  Thompson)  ..... 

Vascular  changes  in  retina  (R.  Marcus  Gunn) 

Vision  (field  of),  eye  symptoms  associated  with   rheumatoid 

arthritis,  with  especial  reference   to   the  field   of  vision 

(W.  M.  Beaumont)  .... 
Vein  (retinal,  central)  thrombosis,  case  pathologically   exa 

mined  (G.  Coats)      .... 
Veins   (retinal),   compression   by   thickened    arteries    (J.    R 

Lunn)         ..... 

(varicose)  in  retina  (R.  W.  Doync)   . 

Visual  acuteness,  average  amount  (F.  Fergus 

Walker  (Seeker),  discussion  on  operation  for  ectropion 
Werner  (L.),  lymphoma  of  the  conjunctiva 

dermo-lipoma  of  the  conjunctiva 

melanotic  epibulbar  sarcoma ;  enucleation  ;  no  recur 

rence  in  six  years      .... 
conrjenital  defects  of  the  ocular  movements  combined 


with  peculiar  associated  movements  of  the  eyes  . 
Whitehead  (A.  L.),  cyst  of  the  iris  ;  origin 

implantation  cyst  of  the  iris 

cavernous  angioma  of  orbit 

Xerosis  of  right  cornea  following  trachoma  (M.  S.  Mayou) 

(epithelial),  pathological  anatomy  of  plaques  in  (M.  S 

Mayou)       ..... 
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NOTICE. 


Septemher,  1902. 
Members   desirous   of   using   abbreviations   in  their  communi- 
cations to  the  Society  are  requested  to  confine  themselves  to  those 


included  in  the  following  official  list.* 


ABBREVIATIONS. 


Ace.    Accommodation. 
Aq.      Aqueous  humour. 
As.      Astigmatism. 
A.C.    Anterior  chamber. 

C.  Cornea. 
Ch.      Choroid, 
cm.      Centimetre. 
Cyl.     Cylindrical  lens. 

D.  Dioptre  or  dioptric. 

E.  Emmetropia. 

F.  Field  of  vision. 
H.        Ilypermctropia. 

H.l.     Latent  hypormotropia. 

H.m.  Manifest  hypermetropia. 

I.        Iris. 

L.        Left  eye  (and  E.,  rig-lit  eye). 

m.       Metre. 

mm.    Millimetre. 

My.     Myopia. 

M.L.  Macula  lutea  (and  Y.S.,  yellow 
spot). 

Opli.  Ophtlialmoscope,  ophthalmo- 
scopic examination,  oph- 
thalmoscopic appearances. 


O.D.    Optic  disc. 
O.P.    Optic  papilla. 
P.        Pupil. 
Pr.      Presbyopia. 
P.L.    Perception  of  light, 
p.p.     Punctum  proximum. 
p.r.      Punctum  remotissimum. 
R.        Right  eye  (and  L.,  left  eye). 
Ret.    Retina. 
Scl.     Sclerotic. 
Sph.    Spherical  lens. 
T.        Tension  of  the  eyeball. 
T.n.,  tension  normal. 
T.  +  1,  T.  +  2,  T.  +  3,  )  degrees. 
T.  - 1,  T.  -  2,  T.  -  3,  5       of 

increase    and    decrease    of 

tension. 
Vit.    Vitreous  humour. 
Y.S.    Yellow  spot  (and  M.L.,  macula 

lutea). 
V.        Visus,     acuteness     of     sight, 

power     of      distinguishing 

form. 


SYMBOLS. 


+    Symbol  for  a  convex  lens. 
—   Symbol  for  a  concave  lens. 


'  Foot. 

"  Inch. 

"'  Line. 


*  S(»(5  Transactions,  vol.  iv  (188 1),  p.  305. 
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